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ABSTRACT 
Men partnered with women who have endometriosis and experience painful intercourse face 
multiple sexual and relationship challenges.  A key challenge is contributing to and witnessing their 
partner’s pain during intercourse yet wanting the intimacy intercourse offers.  This study explores 
the impact on men’s’ sexual wellbeing and ability to support their partner in their sexual 
relationship.  The study identifies the psychosexual needs of men and informs clinical practice 
guidelines.   
The experiences of nine Australian men in committed heterosexual relationships with women who 
have endometriosis and experience painful intercourse, were explored using in-depth interviews.  
The men were purposively sampled to identify sexual challenges and approaches.  Thematic 
analysis of interview transcripts provided evidence about the impact.   
The men presented nuanced comment on the sexual impact.  Their partner’s sexual pleasure 
guided their approach as did their own emotional connection during sexual interactions.  The 
sexual wellbeing of all participants was impacted; some experiencing losses to sexual identity, and 
others facing a crisis of confidence.  Sexual functioning changes occurred in sexual desire, arousal, 
ejaculation and satisfaction.  Men differed as to whether these changes caused distress.  Men 
engaged in modified intercourse, non-coitus sexual interaction and some had no sexual 
engagement.  Modified intercourse interfered with their erotic focus with men reporting differing 
levels of distress.  Relationship processes and affectionate touch built intimacy, balancing out 
losses in sexual options.  ‘Aftercare’ extended sexual pleasure.  Some men ‘stepped up’ to take 
responsibility for building intimacy.  
This research contributes to the body of knowledge that guides male partners working to maintain 
sexual intimacy in the context of endometriosis and a heterosexual woman’s painful intercourse.  
It broke new ground in identifying sexual functioning changes, men’s focus on their partner’s 
sexual pleasure and the emotional connection issues men identified.  Men found minimal resources 
to support them. 
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Chapter 1: Introduction 
When a woman is struggling with endometriosis and painful intercourse, sexual satisfaction may 
be the last thing on her mind. (1)  Some have said it should be the last thing on her male partner’s 
mind. (2-4) Including some sort of sexual intimacy into the life of a person with a chronic illness 
is an important contributor to quality of life, providing a powerful source of comfort, pleasure and 
intimacy. (5-7)  This research explores how the male partner - the well partner - navigates the 
sexual journey when his female heterosexual partner has endometriosis and experiences painful 
intercourse, supports her, as well as how his sexual wellbeing is impacted by her painful 
intercourse.  
The importance of this topic is reflected in the literature on the subject.  Women say men can be 
their biggest allies, (8-10) yet research tells us that communicating about things sexual in a context 
of endometriosis is difficult and can cause relationship discord and breakdown. (11, 12)  We also 
know there is minimal research into the sexual impacts on the male partner and that ensuring the 
well partner is supported means they can better support the person with the chronic illness.   
My background of social work with an interest in sex therapy and grounded in family systems 
theory, gave me an understanding of how the person sits in context.  I know from first-hand 
experience how an illness can affect an individual and the couple.  It is easy (and natural), to focus 
on the person with the illness and neglect to consider the broader psychosocial impacts including 
on the partner: a significant member of the relationship support system.  This oversight is 
illustrated in Young and colleagues’ account of Australian gynaecologists and general practitioners’ 
approach to the psychosocial impacts on women with endometriosis. (1)  They reported the health 
professionals overall felt inadequately trained “to understand and provide care for the psychosocial 
aspects of endometriosis; half of the gynaecologists did not believe it was necessary for them to 
do so”. (1)(p91)  As a result, health professionals including gynaecologists are reluctant to initiate 
a conversation on the issue of sexuality, leaving the responsibility for raising painful intercourse to 
the woman or the couple who may also feel embarrassed to raise the topic. 
In order to explore the experiences of men partnered with women with endometriosis who 
experienced painful intercourse, I engaged qualitative research.  As a social worker I was interested 
in how people work, how we be our best and how we stumble and fall and rise up again – aspects 
of the qualitative approach.  It is the detail I was seeking: the nuance of the painful intercourse 
experience; how male partners witness the pain they [may] trigger; how they join with their partners 
to recreate intimacy.  
The opportunity to explore this gap in the literature will contribute to our understanding about 
how heterosexual couples live with endometriosis and painful intercourse.  It will also contribute 
to the clinical expertise of counsellors supporting women and couples, of which I am one, where 
the woman suffers from painful intercourse for various reasons including endometriosis.  
I wanted to contribute to the body of knowledge that would shine a light on male partners’ 
reactions to pain occurring in the intimacy of sexual intercourse.  There could be multiple 
dimensions around a couple’s response to their experience of painful intercourse due to 
endometriosis.  For instance, couples may stop intercourse because of the pain.  They might 
continue with intercourse despite the pain.  Couples might experiment with different positions, 
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and different times of the month may make a difference.  Other forms of sexual intimacy might 
be satisfying when intercourse pain was too much for the woman to enjoy intercourse.  Male 
partners’ sexual wellbeing could be affected.  His reactions could support or isolate his female 
partner in her struggle with a condition that can affect numerous aspects of her life.  The 
development of resilience in the face of the threat to sexual intimacy that painful intercourse can 
cause, is a big challenge.   
Research Question 
This research asks how the male partner’s sexual wellbeing is impacted by the woman partner’s 
painful intercourse due to endometriosis.  Men’s exposure to their partner’s reactions during 
painful intercourse might result in sexual distress and/or dysfunction.  Sexual wellbeing is closely 
correlated with relationship wellbeing, (6) and exploring partner implications can be seen as being 
protective of the broader relationship.  The research objectives are: 
• Identify the sexual impacts on male partners whose heterosexual female partner 
experiences painful intercourse due to endometriosis 
• Understand how the sexual impacts influence the broader relationship 
• Identify the ways male partners support their partners in the sexual context 
• Identify the psychosexual needs of male partners of women with endometriosis who also 
experience painful intercourse 
• Inform psychosexual practice guidelines for partners of women with endometriosis  
Rationale 
Sexual intimacy is acknowledged by the World Health Organization as being an important part of 
being human. (WHO, 2006a)(13)  The World Association for Sexual Health (WAS) refines the 
WHO statement and “reaffirms that sexuality is a central aspect of being human throughout 
life…[and] recognizes that sexuality is a source of pleasure and wellbeing and contributes to overall 
fulfillment and satisfaction”. (14)  It is the notions of pleasure, wellbeing and overall fulfilment 
and satisfaction that guide this study.   
In a culture that values sexual intercourse above other sexual activities for heterosexual couples, 
(15) a woman’s painful intercourse can be reason for great concern within the relationship.  
Women can ‘grin and bear it’, they can feel guilty for not being able to fulfil their ‘so called’ sexual 
responsibilities, (9) and they can feel disappointed in themselves at not being able to be a good 
sexual partner. (11)  Their male partner can feel guilty for triggering the pain in intercourse, (9) he 
can develop anticipatory anxiety about being sexual, (16) and he too can feel disappointed that 
sexual intimacy has been so badly eroded.  He may feel unentitled to raise the issue of their sex life 
with his female partner, as doing so could upset her or pile more onto her already heavy load.  He 
may also not feel comfortable talking to friends or family about what is a personal issue that 
couples like to keep private.  While such loyalty is to be commended, the silence does not help 
men find approaches to explore alternatives to the intimacy of sexual intercourse.   
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Heterosexual women report their male partner can be supportive, (8-10) but how he reacts can 
exacerbate her pain as reported in literature on provoked vestibulodynia (PVD). (17, 18)  How he 
reacts to her painful intercourse and how in turn his partner’s sexual dysfunction affects his sexual 
wellbeing and functioning can be illuminated via qualitative research.  While there has been some 
research into the area, researchers are suggesting more qualitative study is needed to build deeper 
understanding. (19, 20)  Qualitative research as an approach can assist researchers to uncover ideas 
that are considered private; to make them available for careful consideration.  In the interests of 
better relationships, I hope this study will take our understanding a small step forward by 
generating conversation among couples and health professionals.   
Terminology 
Much of the literature examined in this study did not define the terminology and as a result some 
findings in the literature are ambiguous.  Sex therapists are trained to clarify sexual language as a 
way of minimising confusion and facilitating communication.  This is not necessarily the case for 
all sexual researchers.  The terms ‘sex’, ‘sexual activity’ and ‘sexual relations’ were not always 
defined and sometimes used interchangeably.  
A clarity of definitions “permit[s] global information exchange and communication among 
clinicians, their patients, and health care systems”. (21)(p136)  This is pertinent when undertaking 
research in human sexuality.  In Anglo-based culture, discomfort with things sexual can mean 
sexual terminology can be value-laden, subject to taboos and confusing.  The discomfort with 
sexual terminology can mean language is loosely applied.  As an example, the word ‘sex’ can 
describe an infant’s genitalia, it can refer to the act of intercourse – penis-in-vagina sex or penis-
in-anus or sex toy-in-penis/anus sex, or it could describe non-coital sexual activities or even solo-
sex or masturbation.  Perhaps ‘sex’ has become a socially accepted ‘short cut’ for a broad range of 
sexual activities, as illustrated by the Sexual Health and Family Planning of the ACT brochure 
which defines ‘sex’ as including: 
• Penetration of the vulva/vagina or anus by another person using any part of the body or 
any object 
• Putting a penis into a mouth 
• Putting a mouth onto a vulva 
• Any other sexual activity that may involve another person/people like kissing and mutual 
masturbation (22) 
In a context of painful intercourse, a couple who reframes painful penis-in-vagina sexual activity 
or sexual intercourse to be more about non-coitus activity, might build sexual intimacy and sexual 
flexibility, (23) so a clear understanding of what the couple is doing is important information.  
Denny and Mann for instance, use the term ‘sexual activity’ in two ways.  They quote a woman 
saying, “I don’t feel particularly interested in a lot of sexual activity, because it could lead to sex”. 
(8)(p191)  In the context of painful intercourse, ‘sexual activity’ probably means non-intercourse 
sexual play or non-coitus, and ‘sex’ probably means sexual intercourse, but one cannot be sure.  In 
another passage the authors mention for some women a “change in position would enable them 
to engage in sexual activity”. (8)  ‘Sexual activity’ in this context almost certainly means sexual 
intercourse, but one cannot be certain.  These distinctions are important as couples, other 
researchers, and clinicians rely on research for accurate and current information.  Defining terms 
that can have multiple meanings is important.  
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Definitions 
In 2000 and refined in 2006, the World Health Organization, (13) in consultation with the World 
Association for Sexual Health, (14) developed working definitions of key terms.  In this study, the 
following definitions are adopted: 
Sex 
Sex refers to the biological characteristics that define humans as female or male. While 
these sets of biological characteristics are not mutually exclusive, as there are 
individuals who possess both, they tend to differentiate humans as males and females.  
In general use in many languages, the term sex is often used to mean “sexual activity”, 
but for technical purposes in the context of sexuality and sexual health discussions, 
the above definition is preferred. (WHO, 2006a)(13) 
Sexual health/wellbeing 
A state of physical, emotional, mental and social well-being in relation to sexuality; it 
is not merely the absence of disease, dysfunction or infirmity.  Sexual health requires 
a positive and respectful approach to sexuality and sexual relationships, as well as the 
possibility of having pleasurable and safe sexual experiences, free of coercion, 
discrimination and violence.  For sexual health to be attained and maintained, the 
sexual rights of all persons must be respected, protected and fulfilled. (WHO, 
2006a)(13) 
Sexuality 
A ‘central aspect of being human throughout life encompasses sex, gender identities 
and roles, sexual orientation, eroticism, pleasure, intimacy and reproduction.  Sexuality 
is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, 
behaviours, practices, roles and relationships.  While sexuality can include all of these 
dimensions, not all of them are always experienced or expressed.  Sexuality is 
influenced by the interaction of biological, psychological, social, economic, political, 
cultural, legal, historical, religious and spiritual factors.’ (WHO, 2006a)(13) 
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Sexual intercourse or intercourse or coitus  
Penis-in-vagina sexual activity.  This does not include anal sex or oral sex.   
Non-intercourse or non-coitus  
Penis-in-anus/penis-in-mouth/mouth on vulva/any sexual interaction that excludes 
penis-in-vagina sexual activity. 
Sexual relations or sexual activity 
Any form of sexual touch, including sexual intercourse. 
Intimacy  
Intimacy is ‘a close and open relationship with a partner in which mutual disclosure 
of thoughts and feelings occurs’. (24)(p8)  Intimacy includes mutual vulnerability and 
an understanding of ourselves, (25) and it can occur in various aspects of our life 
including sharing leisure activities, confiding emotions, sharing intellectual ideas, 
engaging in sexual activities.   
Sexual intimacy 
Sexual intimacy is a term often used synonymously with sexual relations or sexual 
activities or sexual relationship. 
Male partners or men  
These are used interchangeably to refer to the men in this study who are partnered 
with heterosexual women who have endometriosis and experience painful intercourse. 
Pain during intercourse 
The choice of use of the term ‘painful intercourse’ or ‘pain during intercourse’ as 
opposed to ‘dyspareunia’ was purposeful.  It is hoped this research will find its way 
not only to health professionals working with heterosexual women (and couples) with 
endometriosis and painful intercourse, but more importantly this research is for men 
and heterosexual couples for whom endometriosis and painful intercourse is a 
problem.  As such, the use of a plain English term was determined the better choice.   
Overview of the thesis 
In Chapter Two the literature reviewed reveals a growing interest in this topic with men 
reporting changes to their sex lives, relationships and the way they approach sexual activity with 
their partners.  However, there remains much to be learned with researchers suggesting more 
qualitative research into the area reflects that gap. (19, 20)  The problem of ambiguity over sexual 
terminology is identified and explored.   
Chapter Three details the methodology and methods.  The methodology is qualitative informed 
by interpretive descriptive analysis.  Interpretive description has a clinical focus and analyses the 
data to discover “associations, relationships and patterns”. (26)(p50)  The nine male participants 
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were recruited using purposive sampling.  They were required to be in a committed relationship 
for twelve months or longer with a woman who had endometriosis and experienced painful 
intercourse.  The procedures are explained.  Techniques used to analyse the interviews, identify 
themes, and how I ensured rigor and credibility through these processes are described. 
In Chapters Four and Five, the results are reported thematically.  Capsule biographies (27) for 
participants have been developed to help describe male partners’ contexts but protecting their 
anonymity.  The use of pseudonyms is for additional privacy.  The fifth chapter concludes with 
what worked for participants and their suggestions to other couples.   
Chapter Six is the discussion of the results.  The chapter opens with analysis of impacts on sexual 
activity including the pressures a couple feels to engage in sexual intercourse.  It explores impacts 
on a man’s sexual response and how well he is able to stay ‘in the moment’ during modified 
intercourse with his partner.  Relationship dimensions are investigated including men ‘stepping up’ 
to support their partners.  Aspects of communication are explored.  The chapter closes with 
lessons learned and limitations of the study.  In Chapter Seven is the conclusion with 
recommendations for action and further research.  
Chapter Summary 
In this introductory chapter I have explained my background and influences which led to the 
research topic.  I have defined and described the key terms used in the research question and 
presented an overview of the thesis.  In the next chapter I explore the literature related to the 
impacts of a woman’s painful intercourse due to endometriosis on the sexual wellbeing of her male 
partner.   
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Chapter 2: Literature Review 
Men who are partnered with heterosexual women who experience painful intercourse as a result 
of endometriosis, are faced with multiple long-term challenges. (28)  Together with their partners 
they face the uncertainty and frustration that accompany lack of understanding about 
endometriosis in the broader community and inordinate delays between onset of symptoms to 
diagnosis.  Men experience feelings of helplessness as their partner’s symptoms intensify and they 
are unable to alleviate her symptoms. (9)  Pain during intercourse is a recipe for misunderstanding 
as men try to balance protecting their partner from pain with frustration and longing for the 
intimacy of intercourse.  A man is likely to experience isolation as he tries to come to terms with 
being partnered with a woman grappling with the multiple dimensions of endometriosis and 
painful intercourse. (9)   
Establishing the extent of the effects on the male partner’s sexual wellbeing has the potential to 
include the male partner as part of the solution to pain during intercourse, rather than he be part 
of the problem or indeed exacerbate the problem.  Further research on the impact of painful 
intercourse on the male partner’s sexual wellbeing will build a body of knowledge to inform male 
partners, women with endometriosis and health professionals, to help build sexual intimacy and 
relationship resilience.   
In this chapter, literature on the dimensions of endometriosis and impacts of painful intercourse 
are explored.  Endometriosis is defined and the effects of painful intercourse on the woman are 
described.  Research on the impacts of painful intercourse on the male partner’s sexual wellbeing 
is also reviewed.  Finally, the implications for my study are stated.   
Endometriosis: Definition, symptoms, prevalence and diagnosis delay 
Definition 
Endometriosis is a debilitating and chronic inflammatory disease process (29) experienced by 
women, in which cells of the endometrium that line the uterus, are found in other parts of the 
body.  This endometrial tissue responds to the normal cyclical hormonal influences of the 
menstrual cycle, (8, 28, 29) so when a woman with endometriosis menstruates, the ectopic 
endometrial tissue also bleeds, usually into places from which the blood cannot escape.   
Symptoms 
The scarred tissue and adhesions that can result from the cyclical bleeding in the wrong places, 
cause irritation and inflammation. (10, 32)  These in turn can cause pain and may adversely affect 
a woman’s fertility. (31)  Pain can occur during menstruation and at other times during a woman’s 
cycle. (33)  Examples include painful bowel movements while menstruating, pelvic pain not related 
to menstruating, ovulation pain, (34) cycle-dependent painful urination (59) and pain during 
and/or after intercourse. (10, 33, 36, 37)   
Prevalence 
Endometriosis is one of the most frequent, chronic and benign gynaecological conditions (38).  It 
is the third leading cause of gynaecological hospitalisations in the United States. (39)(p235)  It can 
affect all women and girls from pre-pubescence to beyond menopause. (National Action Plan 
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2018)  It does not discriminate, occurring in ‘transgender, non-binary and gender-diverse people 
assigned female at birth, regardless of age, background or lifestyle’. (40)(px)  Though rare, 
endometriosis can also occur in men. (41) 
Despite its frequency, the epidemiology of endometriosis is difficult to estimate, as it is dependent 
on the diagnostic method and choice of sampling framework. (42)  Further it is under-diagnosed 
and under-reported. (43)  Reporting differences arise when endometriosis is diagnosed 
histologically via laparoscopy or is self-reported. (44)  
Louis et al reports an 11% incidence, noting this figure is likely to be ‘below the tip of the iceberg 
or clinical threshold’. (2011)  Parasar et al’s (45) interpretation of Giudice et al 2004 study, states 
endometriosis affects 10-15% of all women of reproductive age.  Global estimates range from 
approximately 2 to 17%. (37, 46, 34)  Many researchers cite the prevalence ‘can reasonably be 
assumed to be around 10%’, (47)(p177) or 176 million women world-wide (47), and many 
researchers use that figure. (20, 46, 48, 39) 
Diagnostic delay 
Women report extensive delays from initial symptoms to diagnosis. (49, 50)  In a multicentre, 
cross-sectional study across sixteen clinical centres in ten countries, researchers found an average 
diagnostic delay of 6.7 years. (51)  An Australian study estimated the delay in diagnosis in their 
cohort of 423 women with surgically-diagnosed endometriosis, to be 8.3 years. (52)  Delay in 
diagnosis has also been reported by many researchers, including Seear (53), Ballard et al (54), 
Bernuit et al (46), Fernandez et al (28), and Agarwal (55).  In Agarwal’s study, they suggest shifting 
the diagnostic gold standard of laparoscopy to using clinical diagnostic techniques that would 
reduce the delay ‘and hence bring more rapid relief to affected patients, limit disease progression 
and prevent sequelae’. (55)(p354) 
Painful intercourse: Definition, mechanics and prevalence 
In the context of endometriosis, painful intercourse or dyspareunia is recurrent pain occurring 
during intercourse, experienced deep and superficially in the vaginal canal, at the level of the cervix 
or in the pelvic/uterine/abdominal region. (56)  Bernuit and colleagues (46) suggest painful 
intercourse may occur because sexual activity (presumably penis-in-vagina intercourse), causes 
physical pressure on areas of the body affected by endometriosis.  Shaw (57) suggests the pain is 
caused by the stretching of scarred endometrial tissue and pressure on enlarged ovaries or 
adhesions.  Fauconnier and colleagues (58) explored the interaction of painful intercourse and 
different anatomical sites affected by endometriosis.  They found that severe pain may be caused 
by intercourse causing tension on the uterosacral ligament that is deeply infiltrated by 
endometriosis. (70)  The severity of endometrial lesions does not appear to be correlated with the 
severity of painful intercourse. (59)  Repeated episodes of pain during intercourse can cause 
women to anticipate pain that is translated into physical tension that can also occur before and 
during intercourse, (11) almost certainly exacerbating the pain during intercourse..   
Pain can also occur after the act of sexual intercourse. (8, 33, 56, 60, 34)  While the impacts of this 
occurrence on women are not extensively described, Denny and Mann found 69% of the 27 
women in their study also experienced pain for several hours following sexual intercourse. (8)  
Post-coital pain could further affect the relationship, extending the male partner’s sense of 
responsibility and guilt at triggering not only pain during, but also for some time post-intercourse.  
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Pain during and after intercourse also occurs in women who are diagnosed with provoked 
vestibulodynia (PVD). (61)  PVD is characterised as “acute, recurrent pain in the vulvar vestibule, 
which can be provoked by sexual (e.g., intercourse) or nonsexual (e.g., tampon insertion, 
gynaecological exam) contact”. (61)(p1450)  Partner reactions to pain during and after intercourse 
in PVD were examined by Rosen and colleagues, (62) but in their reporting they did not 
differentiate partner reactions with regards to timing of pain.   
Pain caused by intercourse is a common and distressing symptom of endometriosis. (63, 64) (12, 
65, 66)  Ballard and colleagues (54) found women with endometriosis experienced a nine-fold risk 
of painful intercourse compared to women in their control study.  Vercellini and colleagues (67) 
reported women with rectovaginal endometriosis are more likely to experience severe deep pain 
on intercourse and the pain occurs more frequently than that experienced by women with 
endometriosis at other sites.  
Table 1 highlights reported prevalence of endometriosis-related painful intercourse.  While 
prevalence varies widely, if one chose the lowest listed (32.6%), one third of women with 
endometriosis suffering from painful intercourse is a lot of women.   
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Table 1: Prevalence of painful intercourse in endometriosis 
Author/year Sample size Prevalence of 
endometriosis-related 
painful intercourse 
De Graaff et al (2016) 
Hudson et al (2016) 
83 
22 
53% 
86% 
Evangelista et al (2014) 95 75% 
De Graaff et al (2013)  931 47%  
Bernuit et al (2011) 1026 50% 
Fourquet et al (2010) 107 70% 
Fagervold et al (2009) 76 32.6% 
Denny & Mann (2007) 27 86% 
Ferrero et al (2005) 170 60.6% 
Jones et al (2004) 24 100% 
Denny (2004) 15 80% 
Effects of painful intercourse on women 
Effects on the woman who experiences painful intercourse due to endometriosis are important to 
map, for her own sake and because she is part of a relationship wherein what happens to one can 
also affect the other. (65)  The effects can be categorised into overlapping areas:  sexual wellbeing, 
and emotional, cognitive and behavioural effects. 
Effects on sexual wellbeing 
Unwanted pain is a potent inhibitor of all domains of a woman’s sexual response: desire, arousal 
(inhibiting lubrication), orgasm and the sense of satisfaction, (6, 12, 65, 68-70) complicating a 
couple’s sex life.  Tripoli and colleagues (66) report women with painful intercourse had become 
significantly sexually averse.  They noted women lacked expression of sensuality and experienced 
increased vaginismus.  Ferrero and colleagues confirmed earlier findings about women with the 
most severe painful intercourse having less satisfying orgasms and feeling “less relaxed and fulfilled 
after sex” than women with less severe painful intercourse and controls. (12)(p575)  In a 
population of 182 women with endometriosis, referred to a tertiary care hospital, Di Donato and 
colleagues (69) reported the prevalence of sexual distress and sexual dysfunction was 38% and 
32% respectively.   
On the other hand some researchers report the influence of pain on sexual intercourse is not as 
marked as expected. (65)  For instance, Evangelista and colleagues report no significant differences 
between women with endometriosis and healthy controls, in sexual desire, arousal, and orgasm. 
(35)  From a clinical perspective, this finding seems counterintuitive.  It may be explained by 
Vercellini and colleagues who identified a number of psychologic processes that could buffer the 
pain at intercourse, including personality traits, degree of relationship intimacy, and quality of 
medical information. (67)  Other relationship dimensions were identified by Bois and colleagues 
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(62) that may also mediate pain during intercourse.  They identified that when a partner is overly 
solicitous about his partner’s intercourse pain due to PVD, this response can inadvertently worsen 
her pain.   
Emotional, cognitive and behavioural effects of painful intercourse 
Women who experience painful intercourse due to endometriosis, react emotionally, alter their 
behaviour, and can develop changes in their thinking about sexual intercourse or sexual intimacy 
of any description.  Distress due to painful intercourse was reported by 97 women (n = 125) with 
endometriosis and painful intercourse. (11)  Some women withdraw from wanting intercourse and 
report feeling guilty at not being able to meet their partners’ sexual needs. (11, 16, 19, 33, 37)  
Other women report a “profound sense of loss”. (8)(p192)  Women may also feel resentful towards 
partners when they sense partner pressure for intercourse they know will be painful. (56)  Women 
have been reported avoiding any form of physical or emotional interaction that could lead to their 
own or their partner’s sexual arousal and wanting intercourse. (16, 37)  This results in at best, a 
“roommate mentality” (56) as opposed to a relationship with sexual intimacy, and at worst, 
emotional and physical isolation within the relationship. (37)   
Some women avoid or limit sexual intercourse by interrupting and/or stopping intercourse due to 
the pain. (56, 64, 35)  Women can minimise or conceal the symptom, (9) enduring the pain and 
continue with intercourse because they wish to get pregnant, (35) and/or desire the type of 
closeness with their partner that intercourse can provide. (8)  Some pretend to enjoy the 
intercourse. (71)  Women also continue with painful intercourse “to please a partner”, (56) as they 
may fear their inability to share sexual intercourse with their partner could damage their 
relationship. (11)  These women are juggling sexual avoidance with all the potential negative 
impacts on their relationship that comes with this decision, for the sake of the relationship. (37, 
71)  The impact that is not revealed in the research is the quality of the sexual interaction, how 
satisfied the women are who ‘push through’, or how satisfied their male partners are having sexual 
intercourse with a partner who, of necessity, needs to mentally disconnect from the sexual act in 
order to tolerate the pain. (71)  On the positive side, some women are able to find sexual positions 
that reduce the pain, (8) while others broaden their sexual repertoire to include non-coital sexual 
touch. 
A woman’s emotional and behavioural reactions can also be accompanied by cognitive changes.  
When pain occurs during sexual intercourse or is anticipated, a woman can become physically 
tense and distracted. (11)  She is unable to maintain her erotic focus, preventing lubrication. (72)  
Repeated experiences of painful sexual intercourse can reduce a woman’s ability to be mentally 
present to sexual pleasure. (71)  It can further inhibit her sexual response and cause anticipatory 
anxiety, fear (70, 71) and sexual avoidance, (19, 66) which translates into reducing intercourse 
frequency. (37)  Pain alters a woman’s sense of positive anticipation for, and pleasure in, sexual 
activity. (11, 69, 73)  Leeners (72) argues “the anticipation of pain is as destructive as the pain 
itself”, (p526) as it reduces a woman’s willingness to be sexually involved, adversely affecting her 
ability to be sexually aroused which prevents lubrication, which exacerbates subsequent pain 
during intercourse.  It is unsurprising that women who associate sexual intercourse with pain could 
also develop a negative attitude towards sexuality. (33, 74)  This can affect the relationship more 
broadly as some women withdraw from initiating or responding to affectionate touch, for fear it 
could lead to sexual arousal and thence to intercourse. (37, 72)  A woman’s sexual partner witnesses 
this process (62) at close quarters and in an intimate setting.  How he reacts and supports the 
relationship is only partly known.  
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Painful intercourse – effects on male partner  
Despite recent investigations of the effects of endometriosis on male partners, (6, 19, 20, 60) the 
impacts on the sexual wellbeing of the male whose partner experiences endometrial-related painful 
intercourse, remain relatively unknown. (20, 37)  In Barbara and colleagues’ (70) systematic review 
they state: “Partner sexual functioning should also be investigated, since there is very poor research 
focused on endometriosis and intimate relationships”. (p7)  Hammerli and colleagues (20) 
conclude there is a need to evaluate more qualitative factors including the perspective of same sex 
couples.   
Lack of understanding of sexual impacts on the male partner is partly due to men being 
marginalised in relation to endometriosis. (9, 16)  The illness is about ‘women’s business’ – a 
socially stigmatised subject - and the partner impact is on the male sexuality, so the marginalisation 
is not surprising.  The lack of attention extends to health professionals’ avoidance of discussing 
sexual symptoms with patients, (1) and there is a dearth of accessible information for couples.  Yet 
“experiences are mediated by the interaction between partners”, (75)(p11) so marginalising men is 
a lost opportunity to address a relationship aspect important to the couple and each individual.  
Men’s interactions with their partners over painful intercourse can influence their partner’s 
experience of pain during intercourse. (17, 19, 56, 62, 63)  For their own sake and the stability of 
the relationship, understanding the impacts of all dimensions of endometriosis on partners is an 
urgent need.  This review and the study that flows from it, focuses on the impacts of painful 
intercourse due to endometriosis, on the male partner.  In the research context, men’s female 
partners were to first to recognise and draw attention to the impacts on their partners. (9, 28) 
Women talk of effects of endometriosis on male partners 
When women with endometriosis are asked, they say they worry about how the condition adversely 
affects their partners. (9, 28)  De Graaff and colleagues (64) reported 34% of the 931 women in 
their study had problems with their partner, while acknowledging that having a partner also 
improved their quality of life.  Ten per cent of women in their study thought endometriosis 
contributed to relationship breakdown.  Fagervold and colleagues (77) reported 51% of the 76 
women in their study thought symptoms of endometriosis had a negative effect on their 
relationship (but for most only at certain points in the cycle).  They added that 15.4% reported 
serious problems with relationships with 7.7% experiencing relationship breakdown. (77)  In data 
from 52 countries, collected by the Endometriosis All Party Parliamentary Group in the UK, 72% 
(n=5,064) reported relationship problems, with 34% identifying endometriosis caused significant 
problems with their partner and 10% saying it caused separation. (76)  The results of these studies 
point to the general rigors of living with endometriosis but they do not specifically refer to 
women’s perceptions of painful intercourse on their partners’ sexual wellbeing.  
Women talk of effects of painful intercourse on male partners 
Women with endometriosis report intercourse pain causes significant problems with their partner. 
(37, 46)  Women report strained and sometimes broken relationships. (20, 34)  Culley and 
colleagues found a minority of couples said the lack of ‘sex’ led to tension and arguments and 
added “it was evident that some couples had not found alternative ways of expressing closeness”. 
(60)(p13)  
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Some women report suspecting their partner wonders if they are using pain as an excuse to avoid 
intercourse, (53) or whether he thinks the lack of sexual activity means she is rejecting him. (8)  
Couples are particularly at risk of this misinterpretation in the absence of a diagnosis, information 
about endometriosis and/or inadequate communication between the couple.  Communication 
about things sexual in a context of endometriosis has been found wanting. (11, 12, 65)  Women 
describe their partners fearing hurting them during intercourse (9) and they observe frustration in 
their male partners. (53)  Other women report thinking their partner feels guilty about triggering 
pain during intercourse. (9)  Women’s perceptions of their male partners’ reactions have helped 
shift the focus onto the well partner, but the observations provided only ‘second-hand’ clues about 
men’s experience.  In order to ascertain men’s experience, researchers needed to directly ask male 
partners. 
Researchers ask men how painful intercourse affects them 
Painful intercourse occurs in an intimate setting that is generally highly valued (78) and 
characterised by pleasure and emotional release. (79)  In a heterosexual context, the pain is 
intimately tied to the presence of the male partner, (62) who elicits and witnesses the woman’s 
pain and distress that occur as a result of the movement of his erect penis in her vagina. (62, 80)  
This triggers a constellation of sexual and relationship complications. 
One of the early complications is the reduction of intercourse frequency.  Of the 22 male partner-
participants in Culley and colleagues’ study, nearly half reported “sex” to be “non-existent” or 
“rare” and seven reported reduced frequency. (60)(p3)  Of those, five men found the reduction in 
sexual contact problematic, while twelve said they had accepted the situation having “learned to 
live with it. (60)(p3)  These men thought it would be “unreasonable” or “selfish” of them to not 
accept it. (60)(p3)  Some male partners however, reported conflicting emotions, including feeling 
sexually frustrated with reduced frequency of intercourse and guilty for feeling that way. (9)  In a 
similar situation, another man said he felt frustrated as he sensed his partner’s developing tension 
during intercourse. (16)  
While the woman, in her bid to avoid pain, can initiate a reduction of intercourse frequency, so 
can the male partner, particularly if he is experiencing anticipatory fear.  Anticipatory fear can 
replace the pleasurable expectation of sexual intercourse with a fearful anticipation. (70, 71)  
Anticipatory fear is generally applied to the direct experiencing of pain, but Brown observed 
partners in her study of heterosexual couples also reported anticipatory fear. (16)  Some men said 
the fear and guilt at being the ‘perpetrator’ of pain stopped them from engaging in intercourse. 
(16)  One man in Culley and colleagues’ study (9) said he felt as though he was sexually abusing 
his partner when engaging in intercourse that his partner found painful.  
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Another version of anticipatory anxiety occurs in men where couples continue with intercourse 
despite the pain.  In order to minimise pain, some men reported having to constantly think and be 
more careful when being sexual. (9)  The preoccupation with their partner’s pain level, could 
interrupt the male partner’s sexual arousal, potentially reducing his ability to focus on the erotic. 
(78)  Culley and colleagues reported some men becoming tentative and reluctant to initiate sex for 
fear of causing pain. (75)  It is not clear from Culley and colleagues’ paper whether ‘sex’ refers to 
intercourse or other sexual activity. (60) 
Intercourse was not the only sexual activity that faltered under the pressure of pain.  Men’s 
tentativeness and anticipatory fear, fed and maintained by silence, (80) could cause both partners 
to avoid any form of touch that could lead to intercourse.  Hammerli and colleagues (20) reported 
a reduction of all partnered sexual activities, including petting and oral sex.  Other researchers also 
found a reduction in non-coital sexual activities. (8, 9, 34)  Similar to some women, (37, 72) some 
partners avoided physical contact “altogether”. (9)(p14)  The fear that physical contact might lead 
to arousal that might then prompt the couple to engage in intercourse that could be painful, was 
so great that some men sacrificed any form of touch.   
A slightly different version of no sexual touch in a relationship is where one or both members of 
the couple viewed their sexual relationship as having an ‘all or nothing’ quality to it: they would 
engage in either sexual intercourse or nothing.  The all or nothing approach reflects constructed 
social norms that value penile-vaginal intercourse as the only legitimate form of adult sexual 
activity, (71, 81) failing to recognise the value in non-coital sexual activities.  It was not uncommon 
for couples to grieve not being able to have “real” (80)(p537) or “normal” (9)(p21) sex.  This 
approach could mean that men (and women) stopped daily expressions of intimacy such as kissing, 
because the arousal from kissing might lead to intercourse. (16)  In one case reported by Butt and 
Chesla, the male partner had “shut himself down”. (53)(p577)  Without more context the precise 
meaning of the quote is unclear, but it does convey a deep personal sadness, distress and 
relationship disconnect.  
Relationship disconnects can occur in the absence of a diagnosis. (53, 54)  When a woman 
experiences symptoms without diagnosis, which can be multiple years for endometriosis, (9) the 
man may worry his partner’s lack of sexual responsiveness means she no longer finds him 
attractive. (56)  Some men reported feeling angry when they did not understand why their partners 
avoided intercourse. (53)  Such misinterpretations can lead to miscommunication and relationship 
discord.  These feelings reveal that some of the women’s concerns about their male partners 
mentioned previously, (8, 53) are reflected in men’s recollections.  
Despite the aforementioned effects on their sex lives, men whose partners have endometriosis and 
experience painful intercourse are reported as prioritising their partner’s health needs over their 
own sexual needs. (75)  As a result, men say they are not inclined to voice their sexual concerns 
(9) to their partners or to others. (82)  Men’s silence is reinforced by health professionals who tend 
to view the woman with endometriosis in isolation of her relationship context, (1, 9) although 
Culley and colleagues reported most male partners accompanied their female partner to medical 
appointments, post diagnosis. (9)  Few of those couples however, raised the topic of sex and 
intimacy with their health practitioner and very few couples had been given information about 
potential impacts on sex and intimacy. (9)  This finding confirms Butt and Chesla’s (63) suggestion 
(originally described by Benner), (83) that a disclosive space needs to be established in the medical 
encounter to facilitate discussion of sexuality.  The finding also confirms other evidence that a 
couple’s sex life is not necessarily a health-related topic routinely raised by medical practitioners in 
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a consultation, (1) even if symptoms are sex related.  Better education of doctors about sexual 
communication is critical. 
Couples were on their own “in a field of unknowns” when it came to working through the sexual 
and relationship dimensions of endometriosis and painful intercourse. (63)(p582)  Despite this, 
some men were reported as being able to take a flexible and creative approach to the vicissitudes 
of painful intercourse. (16)  They worked to “redefine” their “intimate” relationship. (16)(p137)  
In a process Hudson describes as “biographical appraisal and revision”, couples, and men in 
particular, had grieved the loss of their former predictable sex life (of sexual intercourse), mentally 
reducing the importance of their sex life in their relationship in view of a bigger picture, and moved 
on. (84)(p729)  Others had attained a position of understanding and accepted the need for less 
frequent “sex” and “sexual activity”. (p725)  The studies do not indicate whether the men’s 
reappraisal had included non-coital sexual activities.   
Other researchers identified a similar process that included male partners grieving and re-
evaluating what was important in life. (28)  One man was reported as saying he had “adjusted to 
the fact that there has been a significant loss of sexual desire”. (p 436)  In this excerpt it is not 
clear whether he was adjusting to his own loss or his partner’s loss of desire.  Male partners were 
also reported “more often to adjust the frequency of sexual intercourse”. (85)(p7)  It is unclear 
whether in the latter example the male partners took the initiative to change the frequency or 
whether they adjusted ‘to’ the women’s initiative to reduce intercourse frequency.  Ambiguity 
notwithstanding, understanding how these men adjusted and the effects the adjustment had on 
their sexual wellbeing and functioning is required to improve the course of living with 
endometriosis.   
The answer may be multifaceted.  Being able to grieve (28) and engage in ongoing biographical 
appraisal (84) might answer the ‘how’ question, though Hudson and colleagues caution appraisals 
and revisions of sexual relationships appear to be only partially successful.  Improved 
communication (28) and engagement in sexual activities other than intercourse might also be part 
of the answer.  Leeners points to the necessity for partners to modify their sexual relationship in 
order to avoid “chronic incongruence, conflict, and avoidant behaviour”. (72)(p525)  
Some women experiencing painful intercourse due to endometriosis, are able to continue with 
intercourse despite the pain, and even achieve sexual satisfaction. (12)  This may play a role in the 
male partner’s adjustment but it may also depend on how ‘connected’ or ‘mentally present’ the 
woman is able to be as she distracts herself from the pain. (71)(p361)  Pain is a potent inhibitor of 
sexual arousal yet, as Fritzer describes, (11) some women are able to continue with intercourse 
despite pain, for reasons that include the good of the relationship and/or to get pregnant.  When 
communication improves and relationships grow stronger, (28) it may mean that sexual discussions 
are more fruitful, but the detail of such a process is missing from the research.  
Another piece missing from the research puzzle is whether the male partner’s sexual functioning 
is affected by the dysfunction in women who experience painful intercourse caused by 
endometriosis.  The evidence quoted above reveals the emotional toll on the male partner and his 
behavioural reactions to painful intercourse, important steps in better understanding the impacts 
on the male partner’s sex life.  The evidence amounts to sexual distress yet actual sexual 
dysfunction is not clear and, to some extent, contradictory. Pluchino and colleagues (19) stated 
endometriosis symptoms affect a woman’s sexual function “with potentially negative 
consequences on the sexual function of partners”. (p2)  On the other hand, Hammerli and 
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colleagues (20) found male partners’ sexual desire to be no different to the control group of male 
partners, though more male partners were less sexually satisfied while the majority were not 
unsatisfied.  De Graaff and colleagues (85) found the sexual functioning of male partners of 
women with endometriosis, to be unaffected compared to control partners.  The recent studies 
did not confirm Pluchino and colleagues’ suggestion.   
Research investigating the sexual impacts on male partners of women with PVD provides a useful 
reference.  In Smith and Pukall’s study of 50 male partners of women with PVD and controls, the 
PVD partners reported significantly poorer erectile function, significantly less intercourse 
satisfaction and significantly less overall satisfaction, compared with control partners. (86)  The 
quantitative study did not provide more detail.  The researchers raised questions about whether 
the erectile function effect could be caused by having to stop intercourse due to vulvar pain or due 
to the anxiety about intercourse causing pain. (86)  Similar to recent studies on the sexual impacts 
on male partners of endometriosis and painful intercourse, the researchers suggested more 
qualitative research into partners and couple interactions could replicate and extend the findings. 
(86) 
These glimpses of male partner’s reactions reveal powerful emotions and behaviours that if not 
shared at the relationship level or validated by health professionals or researchers, could contribute 
to further personal and relationship difficulties.  At best they could result in non-coital sexual 
interaction.  At worst, men could withdraw from any form of sexual contact including affectionate 
touch. (16, 37)   
Sexual Terminology 
The review of literature concerning painful intercourse due to endometriosis revealed a lack of 
definitional clarity with sexual terminology.  This causes ambiguity and confusion, making it 
difficult to interpret and/or understand some research findings.  
Ambiguous terms 
Many researchers use ambiguous and inconsistent language to describe sexual matters.  The terms 
researchers use include ‘sex’, ‘sexual intercourse’, ‘sexual relations’ and ‘sexual activity’.  The terms 
are not defined and they appear to be used interchangeably, causing ambiguity and confusion and 
making it difficult to interpret research findings, compare studies and inform practice.  It reflects 
a cultural awkwardness in clear communication about sexual matters. (56)  When ‘sexual 
intercourse’ is used in a heterosexual context, it means the insertion or penetration of an erect 
penis (or sex toy) into the vagina.  With the other terms used in reporting the research findings 
(e.g., sex, sexual relations and sexual activity) it is not clear if the authors are referring to penetrative 
sex/sexual intercourse or other sexual-based activities.  
Denny and Mann for instance use the term ‘sexual activity’ in two ways. (8)  They quote a woman 
saying “I don’t feel particularly interested in a lot of sexual activity, because it could lead to sex”. 
(p191)  In the context of painful intercourse, ‘sexual activity’ probably means non-intercourse 
sexual play, and ‘sex’ probably means sexual intercourse, but one cannot be sure.  In another 
passage the authors mention that for some women a “change in position would enable them to 
engage in sexual activity”. (8)(p191)  ‘Sexual activity’ in this context almost certainly means sexual 
intercourse, but one cannot be certain.  These distinctions are particularly important in the 
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discussion about endometriosis and painful intercourse, as without clarity one cannot determine 
what sexual behaviour is causing the pain and what options a couple has.  
Another example of ambiguity is seen in Butt and Chesla’s article in which they refer to women 
engaging in “sexual relations” despite pelvic pain. (63)(p572)  ‘Sexual relations’ could mean ‘sexual 
intercourse’ or could equally refer to sexual activities in ways that do not necessarily involve 
penetrative intercourse.  If the researchers’ use of ‘sexual relations’ is about sexual intercourse, the 
problem is clearly delineated.  If they are referring to non-coital sexual relations as well, the pain 
problem could be more extensive.  We do not know.  Caruso and colleagues refer to the 
improvement of the “frequency of sexual activity” after steroid treatment. (87)(p1216)  The 
researcher probably intended the reader to think sexual activity meant sexual intercourse, although 
this is not clear.  
It could be that researchers also become confused with sexual terminology.  Culley and colleagues 
for instance, reported Denny and Mann’s (2007) finding that for “69% of women, dyspareunia 
included pain in the hours and days after sex”. (36)(p633)  In paraphrasing Denny and Mann’s 
point, Culley and colleagues had substituted the word ‘sex’ for ‘sexual intercourse’ in the original 
Denny and Mann article.  A reader of Culley and colleagues’ phrase could be forgiven for 
wondering whether ‘sex’ meant ‘sexual intercourse’ or any other ‘sexual activity’.  The use of 
ambiguous language that blurs meanings is particularly important in the context of painful 
intercourse due to endometriosis, as there is evidence that women can experience pain associated 
with arousal and orgasm (12) which can occur independent of intercourse.  
The end point of research is about improving people’s lives, so getting to the nub of a problem is 
critical.  Language needs to be clearly defined so the reader has a clear understanding of the depth 
of the problem of painful intercourse in a range of different sexual situations.  Research loses value 
when meanings are obscured by ambiguous language.   
Imprecise terms 
Imprecise language about sex also plays a role in reinforcing intercourse as the only legitimate form 
of adult heterosexual sexual expression. (81)  Culley and colleagues for instance, write that women 
with endometriosis and pain symptoms “reported reduced frequency of sex” than women with 
asymptomatic endometriosis. (9)(p11)  Less frequent ‘sex’ could mean less frequent intercourse or 
it could mean less frequency of any form of sexual contact.  This is an important distinction as if 
couples can continue engaging in some form of sexual activity, they are preserving sexual intimacy, 
a significant part of a couple relationship.  Authors who neglect to define their terminology leave 
the reader with an unclear message about the possibility (and potential) of experimenting with a 
variety of forms of sexual expression.  In the context of endometriosis where a multitude of 
symptoms affect multiple aspects of life, being clear about an opportunity to improve one aspect 
of life, for example sexual satisfaction, is a significant tool.  The focus on penis-in-vagina 
intercourse as the norm, works against the woman with endometriosis and her partner, when 
painful intercourse is a problem. (71)   
The phrase “sexual activity” is used by Denny and Mann in relation to male partners feeling 
rejected by the lack of sexual activity. (8)(p191)  It is unclear whether ‘sexual activity’ in this context 
encompasses all sexual touch or only ‘sexual intercourse’.  As a result, it is difficult to determine 
which sexual behaviours are being examined.  Once again, the lack of clarity makes comparisons 
between research findings difficult.  Such black and white descriptions also reinforce the message 
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that there is only one legitimate sexual activity: sexual intercourse.  Anything else is lesser and not 
worth pursuing, whereas couples should feel free to explore sexual options that work for them.  
Research into sexual matters must clearly define the terminology.   
Ways Forward 
Many of the researchers working on the impacts of endometriosis on relationships make 
suggestions about improving education, developing a more inclusive and holistic treatment model, 
and prioritising sexual health in the care of couples. (19, 60, 84)  In particular, researchers 
documented having listened to male partners who suggested they would benefit from having 
contact with other men in a similar situation, (28) and engage partners in the treatment process. 
(6)  As a result of their study, Hammerli and colleagues (20) suggested sexual counselling for the 
couple, support to communicate, and encouragement to experiment with the full spectrum of 
sexual activities to preserve sexual intimacy.  Information and support resources need to be readily 
accessible and couched in terms of the couple and the partner, and be extended to the broader 
society so that those close to the woman with endometriosis understand and can provide support. 
(60)   
Several researchers strongly recommended that the sexual health dimension needed to be raised 
in the doctor’s consulting room, (20, 64, 72) Leeners explicitly stating practitioners need to 
“actively offer to discuss sexual problems”, (72)(p527) as women feel uncomfortable raising 
painful intercourse with health professionals. (10)  While this is a noble sentiment it may be 
unrealistic for the bulk of medical practitioners who are on a tight time frame (1) and are not 
educated about or comfortable with discussing sexual health.  
The review of the literature has revealed a growing research interest in the sexual impacts on the 
man whose female partner has endometriosis and experiences painful intercourse.  (6, 19, 20, 60, 
88)  Previously, researchers reported women worrying painful intercourse had adverse effects on 
their relationship. (37, 71)  This paved the way for direct questioning of the male partner.  When 
male partners were asked, many reported changes in their sex lives, (20) particularly the reduction 
of sexual intercourse frequency and some of their reactions including becoming tentative about 
initiating sexual contact with their partners.  (37)  The tentativeness could extend to anticipatory 
anxiety fearing intercourse could trigger pain in their partner. (16)  They may avoid intercourse 
and they may avoid affectionate touch for fear it could lead to arousal that in turn might lead to 
intercourse.  This has impacts on overall intimacy and relationship.   
Painful intercourse may be difficult for men to talk about as they try to protect their partners from 
additional stress.  They may experience conflicting emotions including guilt at triggering pain and 
feeling unfair that intercourse frequency has diminished.  In the time it takes from onset of 
symptoms to getting a diagnosis (multiple years), men may feel rejected as they think their partner 
may be fabricating painful intercourse symptoms.  The issue can cause arguments and relationship 
breakdown. (34)   
Men also revealed how relationships could be strengthened by approaching the challenges as a 
couple, (28, 60) and by they themselves being able to redefine intimacy. (84)  Men and couples 
need more information about how to enact the biographical reappraisal.  
Two teams of researchers studied the effects of a woman’s painful intercourse due to 
endometriosis on the sexual functioning of male partners. (85, 20)  Hammerli and colleagues (20) 
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found male partners’ sexual desire to be no different to the control group of male partners, and 
De Graaff and colleagues found the sexual functioning of male partners to be unaffected, 
compared to control partners. (85)  The Hammerli team found more male partners were less 
satisfied though the majority of men were not unsatisfied. (20)  Further qualitative research could 
provide male partners with an opportunity to explain in their own words how their sexual 
functioning had been affected.   
The clinical picture lags behind the recent research progress in that male partners report rarely 
being involved by health professionals despite being involved in decision-making in their partner’s 
treatment. (6)  Hummelshoj and colleagues suggest partners should be “intensely” involved in the 
management of endometriosis from the outset. (65)(p9)  Ameratunga and colleagues echo their 
sentiment, (6) Culley and colleagues adding support should be offered within a biopsychosocial 
model. (60)  Given support for men to help them through the intimacy challenges was hard to 
find, the question guiding the current research may play a role in further illuminating the sexual 
impacts on male partners resulting from their female partner’s painful intercourse.  
Research Question 
Understanding the sexual impacts on the male partner of a woman’s painful intercourse is in its 
infancy.  Gaps and uncertainties remain about impacts on the male’s sexual wellbeing and 
functioning.  The outcomes of this qualitative research will add to the body of knowledge about 
the impacts on the sexual wellbeing of men who are challenged by their partner’s painful 
intercourse due to endometriosis.  It will draw conclusions about men’s ability to support their 
female partner more generally.  It will inform heterosexual couples, health professionals and 
policy and program developers of the importance of supporting male partners in their sexual 
relating as part of more fully supporting their female partners with endometriosis.   
Chapter Summary 
This literature review shows a growing research interest in the sexual impacts on the male partner 
of his female partner’s painful intercourse due to endometriosis.  Research suggests women who 
experience painful intercourse will be distressed and find their sexual functioning is compromised. 
(19)  When one partner’s sexual functioning is challenged, it affects the other partner in some way. 
(84).  It also plays out in the couple relationship. (6)  
Understanding the sexual impacts on the partner is important for his sake and for the stability of 
the couple relationship.  Evidence suggests the male partner in a heterosexual relationship can be 
a woman’s biggest ally yet his reactions can also undermine the relationship. (60, 34, 63) 
Some of the reactions men disclose in qualitative research suggest men feel responsible for causing 
the painful intercourse and they become tentative about initiating intercourse as a result. (60)  They 
can also reduce affectionate touch.  As their partners avoid intercourse, men can feel resentful and 
then guilty for being selfish.  Research has also reported clear communication falters under this 
confusing array of emotions, causing misinterpretation and discord. (12)   
Male partners’ sexual functioning in a context of painful intercourse and endometriosis has been 
quantitatively studied.  When researchers compared male partners with control partners, they 
reported no change in overall sexual functioning. (20)  Men did report a strong negative impact 
however, on sexual satisfaction though in Hammerli and colleagues’ research the majority of male 
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partners were satisfied. (20)  Despite this finding, researchers suggested further detailed qualitative 
study could be useful.  This is particularly desirable, given the research into male partners of 
women with PVD, another condition causing painful intercourse, suggests male partners can 
suffer from erectile difficulty. (86)   
In this qualitative study of male partners, the sexual impacts of being a partner to a heterosexual 
woman who experiences painful intercourse due to endometriosis are explored, to illustrate the 
specific impacts on the man’s sexuality and the broader effects on the couple’s relationship.  The 
next chapter describes the methodology and methods used in my study 
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Chapter 3:  Methodology and Methods 
In this chapter the methodological approach and the methods are discussed as they apply to the 
research into the sexual impacts on the male partner of his female partner’s painful intercourse 
due to endometriosis.  The methodology reflects the best way to capture the information required 
to answer the research question.  Methodology, in turn, determines the methods taken in the 
research project – the sampling, the data collection and analysis. (89)  
The limited knowledge on the impact of endometriosis caused painful intercourse on male partners 
suggests a qualitative approach, as it can enable the formulation of complex and delicate questions 
that are needed to elicit men’s perspectives of their very private sexual experiences. (90)  De Graaff 
and colleagues’ (85) suggest qualitative research is necessary as the quantitative research does not 
fully explain the outcomes in their study.  Culley and colleagues (60) reinforced the need for a 
qualitative approach to “more fully explore partners’ perceptions of the multiple ways in which 
sex and intimacy may be affected”. (p2)  
Interpretive description is the methodology which will inform the qualitative research.  Interpretive 
description was developed by Thorne and colleagues (91) to better address the complex 
experiential clinical questions within nursing, while maintaining sufficient rigour to ensure 
academic credibility. (26)  It has since been used by other applied allied health disciplines to explore 
“applied health knowledge or questions ‘from the field’ ”. (92)(p27)  The resulting understandings 
will help couples better negotiate the sensitive topic of painful intercourse due to endometriosis, 
and inform health professionals of the need to raise sexuality in consultations.   
Qualitative Methodology 
Qualitative research operates in the context of communication between the researcher and 
participant, (93)(pp4-5) relying on the researcher’s empathic questioning to establish trust with the 
participant.  Qualitative research can complement quantitative findings by informing clinicians 
about how humans interpret health and illness in their daily lives. (89)  Analysis is usually inductive, 
the researcher working from the information about the person’s perspective or behaviours, that 
is, the data. (94)  Together, the different research approaches contribute to a holistic understanding 
of a health condition, its symptoms and effects, and inform a clinical approach that takes into 
account the human variables that are complicated, changeable (98) and potentially “messy”. 
(95)(p462)  Drawing from the present study for instance, a clinician might gain an understanding 
that a woman’s experience of endometriosis may have sexual implications for herself and her 
partner, which could prompt the clinician to raise the topic.   
Qualitative research differs from quantitative research in three major dimensions: goals, 
perspectives and outcomes.  Morse (94) describes these as 
Goal or intent (the why) is to describe meaning and experience, and recognise patterns 
for policy and practice development.  Morse also argues qualitative health research has 
a social justice agenda.  She asserts the key strength is the ‘moral imperative of 
qualitative inquiry to humanize health care’. (94)(p51)  By humanising, Morse is 
referring to an attitude in health care that guides health research and practice by 
placing “people as human beings at the centre of care”. (96)(p68)  Morse illustrates a 
key difference between quantitative and qualitative research: “Qualitative inquiry is 
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not very good for estimating health care budgets, but keeping the person and his or 
her daily life on the policy-negotiating table enables the humanization of health care”. 
(94)(p68) 
Perspective (the how) is gained via qualitative methods that are designed to “bring the 
researcher close to the participants and the data”; (94)(p31) individual participant’s 
events are recorded and their experiences evaluated to identify insights and patterns. 
Outcome (the what) includes the research results, how they inform knowledge and 
are implemented to develop policy or change practice. (94)  
Morse (94) observes that qualitative health research “gives voice” (p64) to the participants by 
providing them with a safe place in which they can talk about parts of their lives they may have 
never told another person.  She adds, their story reveals much to the researcher but “it is often 
also a revelation to the participants themselves”. (p19) 
Interpretive description 
Interpretive description is an inductive qualitative method that explores and describes the 
experiences of individuals, (97, 98) and applies “our reflective clinical reasoning process”, (26)(p50) 
to seek a fuller understanding of the experiences.  It was developed by Thorne, Reimer Kirkham 
and MacDonald-Emes, (91) as a more practical or usable method of knowledge development.  
Thorne (26) describes how interpretive description grew out of the needs of the nursing profession 
of the late 1980s for a research design that was less theoretically driven than existing social science 
“classic methods”. (p18)  Thorne writes that “for the clinician researchers, the entire point of 
questing for knowledge was to apply it to real human beings caught in complex and difficult human 
health problems”. (p23)  As nurses embraced the new method, so did other health professionals.  
The current study consists of multiple complex human health problems including the challenges 
for women living with endometriosis, their partners, relationship challenges, sexuality, pain and 
sexual practices.  The aim of the research was to elicit understandings that could improve the 
sexual relationships of heterosexual couples, a practical aim that a qualitative approach to clinical 
description with the “interpretive or explanatory flavor” (99)(p2) of interpretive description can 
embrace . 
Analysis in interpretive description is focused on identifying “associations, relationships and 
patterns within the phenomenon”, (26)(p50) in order to develop knowledge and inform clinical 
practice. (91, 98, 100)  The desired outcome is practice oriented rather than theory development 
or general qualitative description. (101)  Further, the researcher adopts a pragmatic approach to 
the outcome by asking if the practical question driving the research has been reasonably answered. 
(102) 
Interpretive description has developed a “coherent set of strategies for conceptual orientation, 
sampling, data construction, analysis, and reporting…to develop knowledge about human health 
and illness experience phenomena”. (91)(p169)  The five criteria to guide the researcher in 
examining their design decisions are drawn from Thorne and colleagues (91):  
1. Critical analysis of existing theoretical and clinical knowledge within the discipline 
informs the starting conceptual framework 
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2. The framework sets the tone for the study, states the theoretical assumptions, biases and 
preconceptions, and draws the boundaries of the research  
3. The framework is developed using an iterative process of data collection and analysis, 
during which the researchers repeatedly immerse themselves in the data, prior to coding 
(103) 
4. Sampling is purposive and theoretical 
5. Analysis is constant and comparative and informed by reflexivity to reveal personal 
agendas and professional experiences that could bias the research (102) 
Method 
In qualitative research, the methods are the means to an end. (103)  They provide a way of 
exploring participants’ points of view about an experience and its meanings. (90)  Qualitative 
methods can employ ‘open-ended’ questioning, requiring more than a ‘yes-no’ answer.  This style 
of questioning can elicit intimate, emotional, and detailed descriptions of the participant’s feelings, 
actions and decisions from the participant’s perspective.  The people themselves and their families 
and caregivers are placed at the centre.  Questions can range from unstructured to highly 
structured.  Semi-structured questions are used when the researcher has some information about 
the topic, but not the answers. (94)  In this study semi-structured interviews were used to allow 
participants to focus on what they thought was important.  This further helped to generate 
nuanced data.   
Purposive sampling procedures 
A purposive sampling approach was used to recruit individuals who could provide data specific to 
their life setting and the research question. (104)  In purposive sampling, the researcher seeks 
people who are well-informed about the subject to be studied, and who are willing and able to 
communicate their experiences. (105)  The sampling was informed by the data gained from the 
literature on male partners and couples where the woman has endometriosis and experiences 
painful intercourse.   
 
Five criteria were adopted to locate male partner participants: 
1. Participants were in a committed relationship of one year or longer; 
2. Participants were aged 18 or over; 
3. The female partner had a confirmed diagnosis of endometriosis;  
4. Reported painful intercourse was present in the relationship; and 
5. Participants lived in Australia.   
Male partners of women with endometriosis and painful intercourse were a potentially hidden or 
difficult to recruit population.  Accordingly, a threefold campaign that included using professional 
networks, specialist endometriosis services and Internet social media including one endometriosis 
support group, was chosen: (106) 
1. Professional networks.  A participant recruitment flier (see Appendix A) was distributed 
through the researchers’ professional networks.  These networks included psychosexual, 
relationship and general therapists (counsellors, psychologists, social workers, 
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occupational therapists), physiotherapists, medical practitioners (including general 
practitioners, physicians and gynaecologists) as well as sexual health and wellbeing 
researchers.  
2. Endometriosis and sexual health centres.  For example, an email to Canberra 
Endometriosis Centre, Canberra Sexual Health Centre, Sexual Health and Family 
Planning ACT, and Junic Specialist Imaging and Women’s Centre, and Endometriosis 
Australia (see Appendix B).  Permission was granted by Canberra Endometriosis Centre, 
ACT Department of Health, who placed the flier on their website.  Sexual Health and 
Family Planning ACT provided the flier to staff who could in turn invite eligible patients 
to be involved.  EndoActive gave permission to leave fliers on the registration desk of 
their Sydney conference on 9 September 2017.  It was hoped that female members of 
community based organisations including Endometriosis Australia and EndoActive 
would read the flier and discuss with their male partners. 
3. Social media posts.  Facebook (Endometriosis Australia), Instagram and Twitter were 
also used to promote the research and recruit participants (see Appendices C and D).  
Endometriosis Australia is a national non-profit organisation that ‘endeavours to increase 
recognition of endometriosis, provide endometriosis education programs, and provide 
funding for endometriosis research’ (https://www.endometriosisaustralia.org/).  It also 
has a Facebook page.  
An unpredicted additional source of participants was generated by a social media reaction to the 
online flier requesting participants.  An opinion piece in The Guardian, dated 31 May 2017 (107)  
triggered mainstream media attention.   
An attempt at snowball sampling was made by asking participants if they knew other men who 
would be interested in the study.  Not one of the participants knew of another heterosexual 
couple with endometriosis and painful intercourse, so snowballing recruitment was unable to be 
used.  Sexual issues are often considered ‘private’ and outside the ‘public’ realm of research, (108) 
so it is unsurprising that men are isolated from others in a similar situation.  The ethics approval 
process precluded the researcher directly approaching potential participants.   
Participants 
Nine men aged between 24 and 42 years participated in the study and engaged in in-depth, semi-
structured interviews, facilitated by the primary researcher, an experienced social worker and 
psychosexual therapist.  Participants were in relationships ranging from one to twenty years.  They 
were English speaking and lived in NSW, Victoria and the ACT.  Their occupations were 
administration, trade-related, health care, IT and tertiary studies.  All participants said they had 
discussed their involvement in the study with their female partners, four of the women having 
suggested the study to their male partner.  The primary purpose of the interview was to understand 
how the male partners adjusted to their partner’s painful intercourse in a context of endometriosis. 
Saturation 
In qualitative research saturation is defined as “data adequacy”. (109)(p147)  When no new 
information is being obtained, data collection is considered saturated and there is no need to collect 
further data.  Morse discusses the operational difficulties of saturation, emphasising “valuing 
variation over quantity” (p147) and “richness of data”. (109)(p148)  In the current study, purposive 
sampling helped to concentrate the data so it was ‘on topic’.  Transcribing each interview and 
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reading repeatedly before the next interview (where possible), helped locate codes, so that by the 
eighth interview no new codes were identified and the data analysis was “rich, full and 
complete”(p149) as described by Morse.  The ninth interview confirmed saturation and 
recruitment ceased.  It is acknowledged that the findings may not reflect all possible interpretations 
and understandings. (110) 
Interview schedule 
The interview schedule consisted of questions based on a priori themes identified through the 
review of the literature, objectives of the research and the researcher’s clinical experience as a 
psychosexual therapist.  The questions were open-ended and designed to elicit the detail of men’s 
experiences of their partners’ painful intercourse in a context of endometriosis, “without the 
preconceived biases inherent in using existing structured instruments that may contain items 
irrelevant to local populations”. (111)(p93)  The open-ended questions also facilitated a 
conversational atmosphere during which the interviewer and interviewee were in two-way dialogue 
exploring thoughts, feelings and behaviours. (112)  Questions were general and prompts and 
probes more specific to elicit the participant’s deeper experience.   
The key domains were: 
• Impact of painful intercourse on relationship 
• Impact of painful intercourse on sexual activity 
• Effects of painful intercourse on sexual response 
• Impact of painful intercourse on sexual desire 
• Overall sexual satisfaction 
• Communication between the partners  
The interview schedule can be found at Appendix E.  
Procedure 
The method adopted in this study was the in-depth interview.  This type of interview has been 
described as a conversation “with an agenda”. (113)(p139)  Kvale explains the in-depth interview 
is not a conversation between equals, but a “professional conversation”, (p14) “where knowledge 
is produced through the interaction between an interviewer and an interviewee”. (114)(pxvii)  
Rubin and Rubin (115) expand on this definition, stating the goal is to enable the participants to 
talk about their experiences and perspectives about the predetermined topic, and “to capture their 
words, their concepts, and the importance they place on the events in their world”. (p26)  This 
type of interview is a powerful way of recording the “insider perspective”. (116)(p39)  It is 
particularly useful in eliciting complex and nuanced experience from those who are marginalised. 
(117, 118)  Men partnered with women with endometriosis could be seen as peripheral (and 
understandably so), to their female partners struggling with the chronic and debilitating condition 
that is endometriosis. (9)  And yet, this study is arguing that it is important to the wellbeing of the 
relationship, to acknowledge and explore the impacts of endometriosis on the well partner.  
Further, in-depth interviewing is thought by Low as being the “best way to gain access to the 
experience of health and illness where people already feel disempowered”. (118)(p75)  
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Men could also be seen as feeling shy or disempowered about revealing such private aspects of 
their life as their sex life, but the researcher was confident, once a man made an initial inquiry, she 
could establish an atmosphere of trust.  Her experience of counselling men over many decades 
meant she suspected men would be glad of the rare opportunity to explore an aspect of their lives 
important to them, that they were generally unable to share even with their spouses, for fear of 
burdening her. (9, 16) 
Interviews took place over a period of six months and were carried out individually, either face-
to-face in the primary researcher’s counselling room or via Skype.  Interviews lasted from 60 to 90 
minutes.  As noted in Taylor and Ussher, the semi-structured questions were used flexibly, adjusted 
or even abandoned, to allow participants to roam where they chose. (112)  The researcher engaged 
in conversation with each interviewee, similar to Griffin’s ‘talking back’ style (119), engaging 
empathically as well as gently challenging.  Interviews were digitally recorded for later transcription.  
Handwritten notes were also taken during the interview.   
Immediately post interview, the interviewer reflected on the interview, noting perceptions that 
may not have been transmitted verbally.  Impressions about the participant, researcher 
performance, and anything else of significance were noted.  These thoughts were added to the 
hand written field notes taken during the interview.  They were used to improve subsequent 
interviews.  
Interviews were transcribed verbatim including non-verbal communications such as sighing, as 
soon as possible post-interview.  Data immersion was achieved through the listening-transcribing-
checking-analysis process.  As interviews were transcribed, the process provided the researcher 
with further insights which aided in the later analysis process.  When using extracts to illustrate 
themes, […] indicates the removal of extraneous text including ‘umms’ and ‘ahhs’.  Recordings 
and transcriptions were stored on a University-approved secure server.   
Ethics 
The University of Sydney Human Research Ethics Committee approved the project on 24 
February 2017 with Approval Number 2017/053.  A copy of the approval is at Appendix F.  
Participants provided signed consent after reading the plain-English participant information sheet 
(see Appendix G) that had been emailed to interested participants prior to interview.  No 
emotional risk to participants was foreseen or reported during the interviews.  The student-
researcher is an experienced counsellor and qualified social worker (member of the Australian 
Association of Social Workers), able to provide immediate support if required.  Participants were 
also provided with referral information to appropriate services including Lifeline, participants’ 
regular GP, a counsellor, or sexual health centre.   
Data Analysis 
Thematic analysis was used to analyse the data in this study.  Thematic analysis identifies, analyses, 
and reports patterns or themes within and across participants’ data. (120)  Braun and Clarke argue 
it is a flexible approach that can provide rich, detailed and complex accounts of data.  The research 
question about the sexual wellbeing of men whose partners experience painful intercourse in a 
context of endometriosis, was likely to generate complex, hidden and socially stigmatised 
emotions, well suited to thematic analysis.   
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Codes were identified during the review of literature a priori and a posteriori during the analysis 
process.  After each interview was transcribed, the audio and transcription was imported into the 
qualitative data analysis software program, NVivo Version 11.4.3.  The transcriptions were read 
and re-read and tentative codes allocated in NVivo. (121)  Excerpts were assigned to more than 
one code on occasion.   
The codes were discussed and refined during regular supervision sessions.  A total of 24 codes 
were identified across the data set.  In comparing the codes, some were common to many men 
and others were unique to the individual.  Interpretations of the data regularly underwent the 
“thoughtful clinician test” (122)(p85) between researcher and supervisors during supervision 
meetings.  The codes are included in Appendix H.   
Data were further analysed and, codes were grouped with five themes elicited.  These were:  
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• Impacts of endometrial intercourse pain on sexual activity 
• Impacts of endometrial intercourse pain on sexual response 
• Relationship dimensions of painful intercourse due to endometriosis 
• Communication 
• What’s worked/Lessons learned 
Two meta-themes, or threads, underpin the five themes.  The first meta-theme is intimacy: the 
impact by the endometrial painful intercourse, and the outcome of this impact.  For example, the 
increase or decrease of intimacy in the relationship as a result of painful intercourse.  The second 
meta-theme encompasses the male partner’s engagement with the sexual challenges.  That is, the 
process by which he either resolves or does not resolve these challenges.   
Rigour in Research Process 
Rigour in research refers to the thoroughness and appropriateness of the use of research methods 
(123) or the integrity of the research process. (124)  The “gold standard” (125) that guides rigour 
in qualitative research consists of credibility, transferability, dependability and confirmability. 
(104)(p149)  Qualitative rigour was developed by Lincoln & Guba. (126)  Thorne extended 
credibility within the interpretive description method, to include “epistemological integrity, 
representative credibility, analytic logic and interpretive authority”, (p102) as qualitative research 
into human health has a “moral obligation toward benefiting individuals and the collective”. 
(122)(p223) 
Credibility 
Credibility addresses whether the research results truly reflect the experiences of the participants, 
(126) or that “people who also share the same experience would immediately recognize”. 
(127)(p30)  Further, referring to the work of Psathas, Sandelowski (127) argues credibility can also 
be achieved when researchers reading the study recognise the experience in others after only 
reading about it in the study. (128)  The techniques used in this study to ensure credibility are 
member checking, peer debriefing, deviant case analysis and reflexivity.   
In relation to member checking, all participants were offered the opportunity to review the audio 
transcript of their interview with none accepting the offer.  Peer debriefing provides the researcher 
with a ‘third person’ critical eye.  Debriefing occurred between myself as primary researcher and 
my supervisors and post-graduate peers.  This support provided me with opportunities to formally 
and informally review the data, themes and analysis, (125) and challenge views implicitly held.  
Debriefing frequently occurred post interview and always post transcription.   
Deviant case analysis is where the researcher searches for and discusses data that contradict 
emerging themes or explanations of the phenomena being studied. (129)  Deviant analysis helps 
refine the overall analysis and is an attempt to include themes or explanations that may have been 
overlooked.  In this study as well as in clinical experience, men recounted choosing to broaden 
their sexual repertoire as a way of avoiding causing their partner pain via intercourse, yet preserving 
and building sexual intimacy.  The deviant case example included men’s accounts of managing a 
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modified intercourse that avoided pain and built intimacy.  This realisation challenged the 
researcher’s clinical experience and expanded the understanding of human sexual possibilities.  The 
understanding provided a useful alternative approach to share with clinicians and couples at the 
clinical level.    
Reflexivity is a process that enhances credibility by acknowledging that researchers bring their own 
personal and intellectual biases into the research process. (129)  The biases must be made explicit 
and researchers must reflect critically on how their own preconceptions might influence or skew 
their research.  It relies on critical subjectivity and self-awareness. (130)  In this study, the 
researcher’s background is social work and sex therapy.  I have counselled individuals and couples 
who struggle to achieve sexual intimacy where the woman experienced painful intercourse.  This 
background provided me with a professional approach that built credibility (100) and familiarity 
with the subject that helped establish rapport.  It also meant I had the wherewithal to offer 
resources to participants if they so requested.  Reflexivity was enhanced through the reflection 
with supervisors of the field notes and reflexive journal. (100) 
Transferability  
The second technique in ensuring rigour in qualitative research is transferability.  Transferability 
seeks to apply the study findings or methods to settings that differ from that in which the original 
study was undertaken. (131)  This is achieved by providing a dense or rich description of the 
population studied, (131) which could include detail about the research settings, participants, 
methods and processes of undertaking their research. (125)  While protecting the confidentiality 
of participants is a critical factor in research, it is anticipated that the biographical capsules, (27) 
and the descriptions of methods and processes will enable transfer of findings to similar settings.  
Dependability 
Dependability is the third criteria to judge the merits of qualitative research.  Dependability asks 
whether the research findings ‘ “fit” the data from which they have been derived’. (104)(p150)  It 
is gained by ensuring “the process of research is logical, traceable and clearly documented”. 
(124)(px)  Thomas and colleagues (131) describe that an audit trail for dependability is achieved 
by: 
a) “describing the specific purpose of the study;  
b) discussing how and why the participants were selected for the study;  
c) describing how the data were collected and how long the data collection lasted;  
d) explaining how the data were reduced or transformed for analysis;  
e) discussing the interpretation and presentation of the research findings; and  
f) communicating the specific techniques used to determine the credibility of the data”. 
(131)(p153) 
Confirmability 
Confirmability is the final element in judging rigour in qualitative research.  Confirmability 
attempts to show that data and interpretations derive from the data and “are not figments of the 
inquirer’s imagination” (124)(p392) or biases. (125)  Field notes after each interview, reflections 
on how the researcher conducted the interview, and regular consultation with research supervisors 
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and other post-graduate colleagues, provide evidence of confirmability.  Peer review at conference 
presentations further attended to researcher bias. (132) 
Interpretive description credibility criteria 
Within the interpretive description method, the criteria for rigour start with epistemological 
integrity. (122)  The research question must be consistent with the epistemological standpoint and 
analysis must flow logically from the question. (p224)  For a study to show representative 
credibility, the knowledge claims must be consistent with the way the data were collected. (p224)  
Analytic logic refers to the researcher’s reasoning and claims.  For example, description must be 
grounded in verbatim accounts from the data. (p224)  Interpretive authority is about being able to 
trust the researcher’s interpretations.  That trust comes from the practice of reflexivity and 
describing the perspective behind an interpretive decision. (p225) 
Chapter Summary 
The methodology and data collection methods have been explained in this chapter.  A qualitative 
approach informed by interpretive description and an in-depth interview method provided the 
researcher with the opportunity to obtain rich data from male partners, some of whom had been 
unable to talk through their concerns with their female partners or indeed with anyone else.  It is 
hoped that the measures taken to ensure rigour will provide the reader with confidence in the 
veracity of the data and analysis.   
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Chapter 4: Results: Impact on Sexuality Expression 
This chapter opens with participant capsule biographies – crafted to give the reader a sense of the 
sociocultural place in which the participant is located.  Confidentiality is maintained by keeping 
demographic details broad to minimise the risk of identifying a specific person. (133)  Pseudonyms 
were used throughout as a further protection of participants’ identity.  Results are presented under 
themes that were developed a priori from the literature review, and a posteriori from analysis of 
the participant interviews.  This chapter covers the first of the themes: Impacts of endometrial 
intercourse pain on sexual activity.  The full list of themes are: 
1. Impacts of endometrial intercourse pain on sexual activity 
2. Impacts of endometrial intercourse pain on sexual response 
3. Relationship dimensions of painful intercourse due to endometriosis  
4. Communication 
5. What’s worked 
See Appendix I for an overview of the extensive list of themes developed for this study.   
Participants’ biographies 
In the Australian context, the ways in which adults conduct their sex lives is often an area which 
couples keep private and guard from public view.  The men who agreed to participate in this study 
did so on the basis that their identity would be protected; a requirement of ethical research.  They 
have each been given a pseudonym and capsule biographies have been developed to provide the 
reader with a sense of their contexts. (27)  
Michael 
Michael is in his early 30s and married to his long-term partner.  Painful intercourse has been 
present for much of their relationship, worsening since his partner stopped the oral contraceptive 
pill.  Michael was keen to participate in the research to see whether what he and his partner 
experience is shared by others.  He has no idea what a ‘normal’ reaction to their circumstances is.  
He feels very isolated in their experience of painful intercourse.  He experiences pressure from 
two fronts: his own internal conflict about not instigating intercourse for fear of hurting his partner 
even though he desires her; and her pressure on him to instigate intercourse with her.  
Brendon 
Brendon is in his 20s and is committed to his two-year relationship.  He presented a wry sense of 
humour through the interview and hopes sharing his story will help other couples.  Early in the 
relationship intercourse was pain-free but his partner started having symptoms of endometriosis 
which included eventual painful intercourse before a final diagnosis.  While supportive, Brendon 
struggles with the fear his partner is no longer sexually attracted to him because she no longer 
wants intercourse, even though he also recognises her reluctance is due to the 
endometriosis/painful intercourse.   
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Simon 
Simon is in his 30s and in a long term relationship.  His partner has suffered from painful 
intercourse due to endometriosis since the beginning of their relationship.  He has coped by 
familiarising himself with endometriosis and applying a problem-solving approach to the multiple 
hurdles they have experienced, with some success.  Simon demonstrated lateral thinking during 
his interview and a determination to do all he can to improve their sex life and relationship, despite 
the endometriosis.  Simon is very much a positive thinker. 
William 
William is in his 40s and he and his partner have been together for decades.  His partner developed 
endometriosis symptoms including painful intercourse early in their relationship.  She also 
experiences pain post-orgasm.  Pain has become such an issue that the couple avoids everyday 
touch though their communication is a strength.  Due to their ‘mutual adversary’, endometriosis, 
William is dissatisfied with the sexual side of their lives, though he understands why it is the way 
it is and is non-blaming.   
Tom 
Tom is in his 20s.  He and his partner have been together for several years.  For the first few years 
they experienced satisfying pain-free intercourse.  When his partner developed endometriosis 
symptoms, painful intercourse was one of them.  Tom was initially devastated by the sexual 
changes but as they gained more knowledge about endometriosis, he felt more comfortable 
experimenting and finding new ways to be sexual.  Tom is a thoughtful young man who while not 
denying the challenges of painful intercourse, recognises their relationship has been strengthened 
by “bad sex”.  The couple sexual interaction has taken on a higher value.  
Matthew 
Matthew is in his 20s.  He and his female partner have been together for many years.  His partner 
experienced painful intercourse due to endometriosis from the beginning of their relationship.  
Intercourse is not part of their sex life.  Matthew however, has not given up hope that intercourse 
could be possible, as new treatments come to light.  For now, engaging in a broad range of sexual 
and sensual activities has replaced intercourse.  Despite this, he still feels they miss out on what he 
assumes everyone else is experiencing.  His partner also experiences pain after orgasm.  He thinks 
they have developed much better communication and that has saved their relationship.  He now 
understands that he does not have to “fix” the problem; just be a supportive presence.  He is very 
proud of his partner, ‘it takes an extremely strong person to have endometriosis, from my 
perspective’. 
Mark 
Mark is in his 30s.  He and his partner have been together for many years.  While his partner has 
had endometriosis pain symptoms from the onset of menses, pain on intercourse began in the 
previous 18 months.  Mark demonstrated a willingness to listen and learn by picking up on 
questions or issues raised during the interview, that he thought useful to mention to his partner.  
Mark feels sad that their sex life has changed in terms of frequency of intercourse and that 
intercourse now has to be approached differently.  He recognises that for guys, a deterioration in 
  
 
 
33 
intercourse can feel like a disconnect in the sexual relationship.  On the other hand, he thinks he 
now values their sexual interaction more.   
George 
George is in his 40s.  He and his partner have been together for many years.  He describes a 
satisfying sex life for he and his partner in the early years of their relationship.  Endometriosis 
symptoms ‘crept up on them’ and they included pain on intercourse.  From that time onwards any 
form of sexual relating stopped, as did any form of affection.  Diagnosis took many years.  George 
often felt guilty for causing his partner pain with the guilt compounded when he found himself 
asking ‘what about me?’  While he painted a bleak picture of their relationship, George was feeling 
more optimistic about their future, since his partner’s recent surgery and George’s ability to 
support her in a hands-on way. 
John 
John is in his 20s.  He and his partner have been together for several years.  Painful intercourse 
has been part of their relationship since they met.  She also suffers from secondary vaginismus.  
Despite the challenges, John’s account shows how as a couple they have made sexual adjustments 
that have generated intimacy.  When they have engaged in intercourse that is painful, John said he 
is so worried about the pain that he cannot get properly erect.  Nor can he experience orgasm.  
They also do not take things personally.  
Impacts of endometrial intercourse pain on sexual activity 
When pain occurs during intercourse in a context of endometriosis, it is distressing for both 
members of the couple.  The experience of pain changes a sex life they have known or were hoping 
for.  It can affect sexual frequency, sexual instigation, sexual positions and movement during 
intercourse.  The sexual interaction can lose the sense of spontaneity and choice.  Couples may 
modify intercourse or shift from intercourse to non-coital sexual activities or they may eliminate 
all couple sexual activities.  The male partner may engage in more masturbation.  Some male 
partners may find they now value the sexual interaction more than they did prior to their partner 
experiencing painful intercourse.   
Frequency of intercourse 
One of the first casualties of painful intercourse is reduced intercourse frequency.  The woman 
who experiences painful intercourse will want to limit the pain, so avoiding intercourse is a 
common first step.  It may also mean avoiding non-coital sexual activity and affectionate touch.  
For some male partners, they too will limit intercourse for fear of causing pain.  They may stop 
instigating sexual activity.   
In Brendon’s relationship, his partner limited sexual frequency prior to her surgery and remained 
that way post-surgery.  Brendon understood his partner would be sore after surgery, but he had 
no idea when that would change.  Intercourse had dropped from six times a week to zero, from 
both parties initiating to only Brendon initiating, and he felt ‘guilty for pushing it and trying to get 
them to consent when they don’t want to’. 
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George’s reaction to his partner’s painful intercourse was similar to Brendon’s.  George said he 
and his partner noticed she was experiencing painful intercourse soon after they were married.  He 
said, ‘we started having sex a lot less, I mean almost, it almost stopped…I was scared of hurting 
my partner and she was scared…we just literally, we backed away from each other’.  The only way 
they could have intercourse was if she’d drunk alcohol beforehand.  George said it got to the stage 
his partner would be so inebriated ‘she could get through it, it wouldn’t be, but it wouldn’t be 
pleasurable for her in any way, shape or form’.  He said he thought his partner felt guilty at the 
lack of sexual contact but added, ‘I would never want to do anything like that if the other person 
didn’t want to be into either’. 
William took a similar position to George in that he no longer initiates sexual relations.  His partner 
has been experiencing intercourse pain on almost every occasion of intercourse, for many years.  
As a result, she reduced the frequency of intercourse and also would get tense if William touched 
her in a way she thought could lead to intercourse.  When they rarely engage in intercourse, physical 
barriers cause an emotional reaction in William so he feels a lack of intimacy, and he would ‘feel 
bad for her and feel bad that I was you know it’s almost like survivor guilt…well I’ve had my fun, 
but you know the, the woman I love is in pain and discomfort you know whatever, as a 
consequence’’. 
While William talked about a physical disconnect that had an emotional component, Tom and 
Mark’s experience was more of an emotional disconnect.  When Tom’s partner first experienced 
painful intercourse, ‘sex just completely disappeared’, he felt disconnected from his partner, 
wondering why it was happening, ‘like why, why’s she not horny anymore?’  Being able to discuss 
the issue meant ‘…even though umm sex is less frequent…it doesn’t feel like a problem any more’.  
Similar to Tom, Mark felt disconnected from his partner when she stopped wanting intercourse 
due to pain.  He said, ‘I guess as the pain has increased [intercourse] has backed off probably yeah, 
more so with increasing pain’.  Mark elaborated on the implications of less intercourse: ‘it could 
be easy to fall into…yeah into feeling of, of disconnect umm, because there is less sex in the 
relationship’, but he recognises that intercourse is not the whole picture of their relationship and 
he values the sexual interactions they manage.   
Unlike the partners of the previous men, where painful intercourse developed after a period of no 
pain in coitus, the following men’s partners experienced painful intercourse from the beginning of 
their sexual relationship, so reduction in frequency was not an initial reaction.   
John’s partner had surgery early in their relationship.  Post-surgery, John and his partner were able 
to build up to intercourse, yet the pain returned so they continued being sexual with non-coital 
activities.  As the endometriosis grew however, his partner would get pain on arousal, ‘so like lately 
we just haven’t been like doing anything sexual because…of that’.  They are however, continuing 
to be intimate: ‘we’re just turning down, to like to like, just be like cuddling, or whatever’.  John 
reminds himself that the reason he and his partner are not doing certain sexual activities or there’s 
less frequency in their sexual play, is there’s a bigger problem to consider, endometriosis.  He also 
prioritises his partner’s wellbeing over his sexual needs because ‘I can always get off in my own 
time’.  He said, ‘I don’t see the sexual stuff as a source of frustration and I don’t feel, I guess, I 
don’t think it’s ok to be agitated by it because it’s not like they’re choosing to, it’s not like we’re 
using it to like hurt each other, if that makes sense?’.  John continues to take a ‘can do’ approach 
to the multiple challenges of endometriosis and painful intercourse, so despite reduced sexual 
frequency, he and his partner remain intimate.   
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Similar to John’s partner, intercourse was painful for Simon’s partner from the beginning of their 
relationship.  And, because she experienced pain every time she had intercourse, ‘intercourse 
became an infrequent activity’.  As a result, they shifted their focus away from intercourse to non-
coital sexual activities and this has meant their sexual relationship was able to grow.  Their ability 
to shift the focus to non-coital sexual activities compensated for the loss of intercourse frequency.   
Matthew’s partner also struggled with painful intercourse from the beginning of their relationship.  
He explained how he and his partner need to prepare and ‘sort of check in with each other’ as a 
prelude to sexual activity.  This reduced spontaneity and even frequency of their sexual interaction, 
as his partner needed to take more time to prepare for sexual activity.  He takes the perspective 
that ‘relationships aren’t [just] about sex’ and he values the sexual moments they do have together.   
Sexual frequency decreased for Michael and his partner, but it was Michael, not his partner, who 
reduced the frequency.  Michael spoke of the stress that came with painful intercourse.  He always 
anticipated pain and he mentioned how on occasion ‘you stop and there’s just blood everywhere’, 
another fear.  His approach was to avoid initiating sexual contact of any description and not 
respond to his partner’s initiation, but this approach caused her stress and contributed to 
relationship distress.  
In relation to sexual frequency reduction, these men expressed important points about their sexual 
wellbeing.  They felt guilt about pushing for more intercourse and fearful of causing pain in their 
partners.  This could lead to anticipatory anxiety about things sexual.  Reduced sexual frequency 
caused some men to feel emotionally disconnected from their partners.  Some men sought a better 
understanding of endometriosis.  One man reported how talking with his partner gave him a 
greater understanding of her situation and each other, and led to improved interpersonal intimacy.  
The sexual frequency problem then became less of an issue.  Others put the sexual frequency in 
perspective of the bigger problem, endometriosis.  They continued to engage in sexual and 
affectionate touch while addressing sexual frustration with masturbation.  Other men reduced 
sexual touch as it caused tension in their partners.   
Sexual instigation 
Changes in who initiated sexual contact was another factor in reducing sexual frequency.  As they 
described how sexual instigation played out in their relationships, the men interviewed indicated 
the significance of sexual instigation and what it symbolised for them.  For some men it was not 
an issue.  For others the sexual instigation question affected their sexual identity, their role in the 
relationship, and their sense of being wooed.   
Michael stopped initiating and responding to his partner’s bids for sexual activity, fearing 
intercourse would hurt her.  She had also experienced unpredictable bleeding that Michael found 
confronting.  When his partner initiated intercourse, he would ‘shut her down’, causing her to feel 
rejected and think he was no longer attracted to her.  He sensed her watching him ‘like a hawk’ to 
see if he would instigate.  This had a flow on effect of making him feel under pressure from her.  
He described it as, ‘it’s almost, you know, a second layer of stress now well, yeah, because I know 
that she’s so focussed and concerned’.  And when they do engage in intercourse he is so distracted 
by his worry, he does not enjoy it.  Intercourse with his partner had become ‘no go’ territory for 
Michael.  
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Similar to Michael, George stopped sexual initiation due to concern with his partner’s pain.  
George sensed his partner no longer saw him as a sexual being as she also (unlike Michael’s partner) 
ceased initiating, ‘and that, that stung …’.  George was unhappy and felt guilty when he found 
himself thinking ‘what about my needs?  I’m, I like that.  Now I can’t have that any more’.  Lack 
of sexual initiation and not communicating about it had also caused relationship distance, 
confusing emotions and affecting George’s self-esteem and sexual identity.  There was a sense of 
despair in his next statement: ‘I would like to think there is a possibility that we could go back to 
having…an active sex life but we just have so many hurdles to get over until we could get to that 
point again’. 
William explained how his not instigating any form of sexual activity meant he had lost an 
important role in his relationship with his partner.  He did not initiate sexual activity for two 
reasons: ‘…me having learned that if she’s not in the right place she’ll shut me down cold…and 
it’s me not wanting to inflict pain’.  The only time they had intercourse was when his partner 
initiated, ‘when it’s long enough ago that she’s almost forgotten the pain’.  And while these 
statements sound negative, he was quick to clarify he was not criticising.  It was just the way things 
were.   
Mark also struggled with his partner’s repeated rejection of his sexual instigation.  He said, ‘I think 
deep down I do realise why, but…I can start to, start to have like negative self-talk in my own self, 
gee maybe, ah maybe [she’s] just not that, not that attracted to me’.  The repeated knockbacks 
undermined his confidence in his place in the relationship, even though he prioritised his partner, 
saying, ‘sometimes it’s almost like I don’t want to be a, you know, a bother’.  He does not want to 
put any pressure on his partner.  Because Mark wants to be a supportive presence, he may have 
difficulty expressing potentially ‘bothersome’ feelings and thoughts.  Mark and his partner have 
found ways of talking about these anxieties and reassure one another of their attraction and 
commitment to one another. 
Brendon struggles with being the only instigator of intercourse and with his partner’s rejection of 
his initiation.  ‘She never instigates it with me…any more.  And you know that obviously, that 
messes with your head a little bit because you start questioning yourself and she assures me that 
it’s not me.’  He also said, ‘it creates a weird dynamic because you don’t want to, you don’t want 
to not show them that you’re not attracted to them.’  Brendon went on to explain how when his 
partner first experienced painful intercourse as part of the growth of endometriosis, it was clear to 
him she was unwell.  He thought the painful intercourse would be temporary and she would get 
better.  When she did not improve and did not respond positively to his sexual advances, he 
thought, ‘is it something that I’ve done…am I not as attractive to her as I used to be?’  This led to 
arguments.  Like William, Brendon’s partner’s lack of sexual instigation threatened his place in 
their relationship.  A lack of understanding about her symptoms and the course of endometriosis, 
further complicated the picture for him.  The combination of painful intercourse, her reduced 
sexual instigation, and his lack of knowledge of endometriosis, led to Brendon focussing on his 
own insecurities and caused relationship discord.  While understandable, this development caused 
further stress on the relationship at a time when his partner was already challenged: not what he 
wanted; not what his partner needed.   
Not all male partners encountered the same level of difficulty with sexual initiation.  For John and 
his partner, whether one or the other initiates sexual activity is not an issue.  John said, ‘I don’t 
push…but like…she also wants it’.  Both equally value non-coital sexual activity and sexual 
intercourse.  This choice, together with a high level of communication between the couple, has 
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meant they have been able to continue being sexual with one another, despite the painful 
intercourse and the other rigours of endometriosis.  
Tom explained that prior to developing painful intercourse, his partner had the higher sex drive 
and would often initiate their sexual interaction.  Painful intercourse has made it hard for his 
partner to become spontaneously aroused, so she no longer initiates.  Tom is now the sole initiator, 
‘which can be frustrating…sometimes it’s nice for… for her to come to you’.  After talking about 
the new circumstances and how he was feeling, his partner has started initiating for relationship 
reasons rather than being aroused.  This couple, similar to John and his partner, are able to talk 
about things sexual and their situation, and develop approaches that consider both partner’s needs. 
Simon and his partner have also adjusted to her lack of sexual initiation.  Simon said they initiate 
what could be termed a ‘sexual mood’ - ‘it’s not just hey I want this therefore we get’.  He talks 
about either of them creating an ‘awareness that it’s [sexual encounter] a proposed activity’.  Simon 
and his partner have crafted their own sex life within the constraints of painful intercourse and it 
works well for them.   
Matthew and his partner both initiate sexual activity but it is not a spontaneous event.  He said, 
‘there has to be more, yeah more preparation…not only on my part but on [her] part’.  He 
explained that meant checking in with one another particularly around energy levels.  Because they 
want the non-coital sexual activity to be reciprocal and ‘you can’t do both people at once’, 
sometimes there’s not enough energy for that so they let it go and try another time.   
Male partners struggled with the challenges of intercourse initiation in the context of painful 
intercourse.  Without good communication, anticipatory anxiety about causing pain during 
intercourse occurred for some men.  Relationships became strained and one or both partners felt 
rejected.  Some male partners lost a valued role, good communication coming to the rescue in one 
man’s relationship; for the other man less communication meant he felt less of a sexual being, 
isolated and guilty for focusing on himself.  Other men also potentially became preoccupied with 
their own losses rather than supporting their partners.  Those men however, who were able to 
constructively discuss the challenges managed to craft their own approaches that enabled 
continuing initiation of sexual activities.   
Spontaneity 
Associated with sexual instigation is the sense of being able to spontaneously engage in sexual 
relations.  Six men commented on the loss of spontaneity in their sex lives.  Brendon talked about 
how at the beginning of his partner’s endometriosis symptoms, it felt clinical and cumbersome 
having to weigh up whether his partner was in pain before asking, ‘how you, like how you been 
feeling, you’re not in pain at the moment?...would you mind if we have intercourse right now?’  He 
thought the watching and waiting ‘…wrecks a little bit of the spontaneity of romance’.   
Other men also found the lack of spontaneity an initial barrier that required careful manoeuvring.  
Tom spoke of the inability to spontaneously initiate being sexual with one another: ‘Now to have 
to sort of…work around it or even just to not be able to do it as spontaneously as you would like, 
or as we had previously…it’s a pretty big sort of lifestyle I guess adjustment’.  He and his partner 
however, had worked on an approach in which his partner would take the initiative to indicate her 
sexual readiness, ‘on a day where she was feeling good she would then be, you know look over 
and be like, feeling pretty good today’.  He would know that was code she would be comfortable 
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with a sexual encounter, should he wish to initiate.  They had created a framework within which 
there was a sense of spontaneity.  
Simon talked about being ‘mindfully spontaneous’.  By this he meant, ‘sometimes I might know 
we’re having sex you know a little bit of time before she does, because she’s given off the right set 
of signals that allows for that, so I make sure that I’m mentally prepared and I drop any other 
activities I’m doing to make sure that that is able to be.’  
Matthew also acknowledged the lack of sexual spontaneity.  He said there needed to be preparation 
by both he and his partner to ‘sort of check in with each other, how each other are feeling, that 
kind of thing…so that can, can impact umm, sort of the [sigh] sometimes that impacts the 
frequency, sometimes that impacts the umm, the regularity’.  
Spontaneity was an aspect of their sex lives that six of the participants grieved.  For many in the 
broader community however, spontaneous sexual encounters do not ‘just happen’.  Zilbergeld 
writes that couples plan their time and within that time they seize the moment. (134)(p348)  This 
is not unlike two men’s partners who had taken responsibility to give their partners notice they 
would welcome a sexual interaction.  The women were giving their partner a window within which 
he could ‘spontaneously’ initiate.   
Experimenting with intercourse  
Experimentation helped some couples find new ways of maintaining intercourse.  It provided 
couples with the opportunity to learn from mistakes and successes.  It entailed communicating 
which was another opportunity to build relationship.  Experimenting also potentially united 
couples in their quest to adjust to what William termed their ‘mutual adversary’.   
Positional change and restricting movement 
For those female partners who are able to continue with a modified intercourse, changing positions 
is part of the solution.  Tom and his partner thought surgery would cure the painful intercourse 
problem - it did not.  It was then ‘we…sort of went through the stage of realising that this is gonna 
be something we have to deal with and so now we need to make a plan to make sure that we can 
still have a functioning relationship and life around the problem’.  They ‘were looking at different 
ways of being intimate that doesn’t necessarily involve intercourse…and you know I guess we sort 
of have been connecting more on the couch, you know…cuddling and kissing and that sort of 
thing…without it actually being a precursor to any intercourse or things like that, so it’s actually 
been…quite nice…that aspect of it has probably yeah increased’.  Tom and his partner also found 
a way to have intercourse where they prop her hips with pillows, take it very slowly so she has 
‘very minimal pain where she’s enjoying it again’.  While Tom acknowledged their intercourse lacks 
spontaneity and variety, he was thankful he and his partner enjoy it and have the additional 
intimacy that their focus on non-intercourse touch has provided.  In their case, they have found a 
way to have intercourse with minimal pain, as well as experimenting with non-intercourse intimacy: 
they are building resilience into their sex life.   
Man on top is also the best position for Mark’s partner, ‘I think best is probably just you know 
missionary…me on top…’ and ‘if we go about it in a very delicate way…she will also get you 
know, pleasure’.  Almost as though he had just realised it, he added, ‘it’s good to…slow me down 
you know, and, and yeah, force me to be more…just to be more mindful and, and delicate’ 
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[laughs]’.  Mark said the effect of endometriosis however, had reduced his partner’s interest in 
sexual activities.  This notwithstanding, he said if they adopt the missionary position with male on 
top they can experiment with sexual positions and make changes to facilitate sexual intercourse 
and make the most of what they have.  The more mindful approach he has adopted seems to 
please Mark and is also a relationship advantage.   
For John’s partner, on the other hand, when they do intercourse which is more the exception than 
the rule, ‘we make sure she’s on top just so she’s in control’.  For these three couples a positional 
change and/or slowing the movement is a way of preserving intercourse.  How the modified 
intercourse affected men’s ability to attend to their erotic focus to ensure arousal, will be reported 
under Quality of sexual interaction.   
Men reported valuing different aspects of their sexual experiences.  Some talked of the ongoing 
sexual challenges their partner experienced.  They not only encountered painful intercourse but 
they might also develop pain on arousal, for instance.  Experimenting included for one couple, 
seeing a sex therapist, ‘because we like we had constant fights about it’.  As a result, the couple 
agreed to take ‘intercourse off the table altogether’ for the moment, and they were now engaging 
in non-coital sexual activities and Brendon was relieved to say ‘she did really enjoy it and that made 
me feel a lot better because she enjoyed it’.  This was proving a useful tool for the man and his 
partner, opening lines of communication between the couple and equipping them to try more 
sensual touch.  For some couples, engaging in non-coital sexual activities is a better solution than 
trying to modify intercourse.  For still others, none of these options are available to them, for a 
range of reasons.   
Intercourse ‘off the table’; embracing non-coitus 
Two men described how they and their partners had abandoned sexual intercourse for non-coital 
sexual activities.  Experimenting with and embracing sexual activities that do not include 
intercourse or penis-in-vagina can provide a couple with the intimacy a sex life can offer.  It will 
be different but can be pleasurable, as the following male partners describe.   
John’s partner experienced painful intercourse from the beginning of their sexual relationship so 
‘when it didn’t work we just did other, like all the other stuff we were doing anyway and, even 
when it [intercourse] worked out, it was like to me, it was like well that’s the same as the other 
stuff, just different’. 
Simon’s partner also experienced painful intercourse from the beginning of their relationship.  
Simon recalls how ‘one of the things was that I proposed, about two and a half to three years into 
our relationship to take sex [intercourse] off the table as a way of strengthening…our bond…and 
so we got really good over the next eight or so years at non intercourse sex’.  An unexpected 
advantage of this approach is that Simon’s partner was able to have pain-free orgasm via non-
coital sexual interaction as opposed to the ‘confusing’ experience of painful orgasm during painful 
intercourse ‘because it was both fun and not fun’.  Simon explains they now have ‘a diverse range 
of skills, both sexually and non-sexually…because at times you go ok that doesn’t work, we’re 
going to try whatever we’re able’.  The diverse range of skills Simon and his partner have developed 
will build resilience into a life with the unpredictable symptoms of endometriosis.   
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Challenges of non-coitus/ non-coitus not for everyone 
Despite the advantages of non-coital sexual intimacy, some couples had experimented with non-
coital activities and found them wanting.  Matthew had mixed feelings about non-coital sexual 
activities.  He thought they were not as mutually pleasurable as intercourse because the activities 
felt one-sided.  He added when one of them had orgasmed there was often ‘not enough energy 
left for the other person’.  On the other hand, Matthew was able to offer his partner an orgasm 
via oral sex and this was rewarding because ‘…not being able to have penetration and then me not 
being able to satisfy her in any way, I think that would, would be a much more challenging 
relationship’.  Matthew preferred intercourse to non-coital sexual activity and his ability to bring 
his partner to orgasm via oral sex played an important intimacy building role for Matthew. 
Brendon’s experience with non-coital sex was also mixed.  He explained how his partner would 
give him oral sex but not be interested in Brendon returning the favour.  He added since seeing a 
sex therapist and taking intercourse off the table, it has opened up the opportunity to experiment 
with other things, ‘getting to know each other’s bodies more and things like that to make it a bit 
more, I guess a sensual experience’.  
Non-coitus not ‘normal’ sexual interaction 
While taking a flexible approach to sexual interaction seemed to work for some couples, for others 
they were preoccupied with what was or was not ‘normal’, also noted by Culley and colleagues (9).  
This translates into an attitude that intercourse is the ‘coital imperative’.  Intercourse is prioritised 
above other sexual practices, as “real” or normal sex in the heterosexual context. (15)(p229)  
Michael’s almost existential question said it all: ‘…you know you can’t help but think it’s like oh 
god, if it wasn’t like this you know, what would it be like?  What is normal, you know?’  He made 
another reference to being normal in relation to his partner sometimes wanting intercourse despite 
the pain, ‘I think she wants to know that you know, we can be normal [laughs] I don’t know…’.  
For Michael and possibly his partner, the coital imperative of penis-in-vagina is the “real” sexual 
interaction they desire.   
Feeling normal was less of a preoccupation for Tom, but his statement about feeling reassured 
showed an underlying uncertainty.  After the interviewer affirmed the high level of sexual 
communication she thought he and his partner had, he said ‘…it’s…good to hear actually because 
you never really know sort of…how you are doing in comparison to, sort of, other people with a 
similar problem.  There’s not sort of that open discussion about it…’  Tom was correct about the 
lack of serious conversation in the public domain about things sexual and sexual problems and 
how that lack contributes to people’s unexplored attitudes about what is normal rather than what 
is possible.   
Matthew assumes intercourse is the norm for most people, but not for him: ‘it’s not the default, 
like I feel like it is for most couples’.  Further, another aspect of a couple’s sex life, the ‘quickie’, 
Matthew comments is not available to he and his partner, but he is assuming it is available to 
others, perhaps part of ‘normal’ sexual relations, because ‘you see on tv shows and friends saying 
oh let’s have a quickie and to me a…a quickie doesn’t really work’.   
George talked about he and his partner’s sex life prior to endometriosis symptoms, ‘so, although 
initially our, our sex life was very normal and very happy and good’, after developing symptoms 
of endometriosis (and not getting a diagnosis until four years later), he said his partner associated 
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‘sex and the pain with, with affection’ which drove a wedge between them.  Nevertheless, 
occasionally the couple tried to have intercourse and his partner would drink alcohol in the hope 
it would numb the pain.  They achieved the goal of ‘normal’ sexual intercourse, but the process 
was devoid of pleasure.  While a couple, or a member of a couple, continue to view intercourse as 
the only legitimate sexual activity, couples will deprive themselves of the giving and receiving of 
sexual pleasure that can be enjoyed via non-coital sexual activities.  The coital imperative tends to 
shut down possibilities.  
Pressure for intercourse 
The coital imperative in a context of endometriosis and painful intercourse can come from one or 
both partners.  It can be explicit or implicit.  Arguably the pressures that are more difficult to 
address are those that one partner or the other does not discuss.  Michael for instance does not 
initiate any form of sexual activity with his partner, ‘…the biggest issue is…I do not instigate it 
[intercourse] yeah, I’m very reluctant…it’s not that I don’t feel it or that I don’t want it, it’s just 
this absolute anxiousness…I feel a lot of pressure from her around it’.  Further, Michael will not 
speak about his fear of causing her pain during intercourse, until they have an argument about it 
and he eventually tells his partner how he feels.   
John talks of the pressure his partner puts on herself to have intercourse and how he tries to relieve 
her from any pressure she thinks could be coming from him.  He said, ‘I let her know that like 
there’s no pressure coming from me because I don’t want her to feel like there’s pressure from 
like two sides, I guess…I tell her, like every time that comes up I’m like, I’m just like oh, if she 
worries about that’ he tells her he can masturbate.  
Tom talked about when his partner had not long been experiencing endometriosis symptoms, 
prior to diagnosis and she had stopped wanting to be sexual.  He said, ‘I was probably at the time 
being a bit umm naggy about it [intercourse] and making little comments here and there about 
how it would be nice…’.  Tom spoke about future challenges and how he wants his partner to feel 
‘empowered enough to be able to have sex with me when she wants’, and if they start 
experimenting with positions he thinks it will have to be slow because ‘I don’t want to push 
her…back into herself to be feeling guilty and you know she can’t please me because we can’t do 
it doggie style’.  
The examples of these three male partners illustrate how insidious is the pressure to have 
intercourse even though it will most likely be painful, and that it can come from both the woman 
and her male partner.  In Michael and John’s relationship, it appears the pressure for intercourse 
comes from their female partner.  It seems counterintuitive to be seeking intercourse that is going 
to be painful, but the pressure for intercourse a woman places on herself could indicate just how 
pervasive is the coital imperative.  
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Stuck 
Some couples appear to have stalled either long term or temporarily, in their bid to build sexual 
intimacy.  Brendon explained how frustrated he and his partner had been until they sought 
counselling support to address their sexual and relationship challenges.  Other couples remained 
conflicted or stalled.  George said, ‘I was scared of hurting my wife and she was scared…we just 
literally, we backed away from each other’.  During the last three years George and his partner 
have slept in separate bedrooms and he recalls two brief forays into intercourse.  He and his 
partner’s inability to explore the sexual challenges have led to isolation within the marriage.  Solving 
the painful intercourse challenge can be a testing time. 
Michael and his partner found the challenges of painful intercourse tested their marriage.  Similar 
to George, Michael’s partner did not develop painful intercourse until several years into their 
relationship.  He said when they were having intercourse and he detected his partner was in pain, 
it ‘killed’ his arousal.  His reaction was to avoid intercourse, not initiate any form of sexual activity 
or engage with his partner’s initiation, and not talk about their sexual intimacy.  This brought stress 
and discord into the relationship.  Ironically, Michael said he would ‘rather we just mucked around 
in other ways rather than, than actually yeah having intercourse because of the, you don’t know 
what’s going to happen’.  Had he been able to discuss this with his partner it is possible they may 
have had a more satisfying sex life and a less turbulent relationship. 
William and his partner’s experience with non-coital sex was that it felt ‘less intimate’.  And while 
‘there are some non-penetrative activities that I enjoy nearly as much as penetrative sex…she finds 
them you know, not particularly enthralling’.  When penis-in-vagina intercourse is painful and non-
intercourse is not satisfying enough for one or the other partner, it leaves a couple stuck for sexual 
intimacy choices.  Despite his partner occasionally instigating a modified intercourse, there was a 
sense of ‘stuckness’ about William’s account.  
Male partners had experimented with modifying sexual intercourse or engaging in non-coital 
sexual activities.  For those able to modify intercourse, some found new relationship meaning in 
the act; one found it unsatisfactory.  For the partners who shifted the focus to non-coital sexual 
activities, some celebrated their sex life while others saw it as a poor second best.  The remaining 
three male partners described an avoidance process that caused relationship stress and/or 
isolation.   
Masturbation 
Masturbation is a sexual activity practised by many of the male participants, either solo or with 
their partner, as in ‘mutual’ masturbation.  Some see it as a way of relieving sexual frustration.  For 
others, they use masturbation as a way of relieving pressure their partners might be putting on 
themselves about not being able to engage in intercourse due to pain.  Some female partners assist 
their partner in their solo masturbation.  Some women connect sexually with their partner with 
mutual masturbation which crosses over into non-coital sexual activity.  For some, masturbation 
was a comfortable activity, their partners fully aware and at times involved.  Other men were less 
sanguine, perceiving masturbation as a form of cheating especially if it involves Internet 
pornography.   
John perceived masturbation as a ‘maintenance thing’ but not in front of his partner because, ‘I 
don’t know, we don’t do that.’  They are however, able to talk about it.  He said when his partner 
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starts worrying they are not having enough sex, he says, ‘you know I do have like a hand, and stuff 
like that…and she’s ok with that’.  John’s masturbation is used as a sexual pressure valve and is 
easily spoken about.  For Michael and his partner also, masturbation, his masturbation, is 
comfortably talked about.  He generally masturbates alone in the shower.  
Involvement of both partners in masturbation can be a way of being sexual, where painful 
intercourse precludes intercourse.  This is the case with Matthew and Mark who said sometimes 
their partner would participate with their masturbation, but mostly, they do it alone.  Matthew said, 
‘there are times when…when I do get frustrated and I can’t rationalise the situation…and there 
are other times when I can put in the effort, and you know, rationalise and find the positives, all 
that kind of thing…there might be times when [his partner is] having one of those extended 
menstrual cycles where…I do find myself masturbating more’.  He added, sometimes mutual 
masturbation is more comfortable for he and his partner, particularly if they’re lacking in energy.  
In Mark’s relationship, his partner will sometimes be involved with his masturbation but not 
always.  At times, Mark said, ‘…she’s good at taking action for yeah, for her sexual pleasure’, either 
when she is alone or with Mark.   
When Simon masturbates it is usually due to a mismatch in timing – he is ready to be sexual but 
his partner is not.  It can also be a matter of he and his partner not being in the same physical 
location.  He adds he has got better at not masturbating because if he masturbates less, he is more 
likely to be ready to be sexual when his partner is: ‘it heightens my desire at the required time’.  
Two male partners did not feel as positive about masturbation.  Brendon felt conflicted about 
masturbating.  He uses Internet pornography but does not like it as ‘I just feel like it’s almost a 
form of cheating I guess’.  At the same time he thinks, ‘if I see to myself sexually, my desire, then 
I don’t push it on to her and make her feel guilty’.  The measure of his discomfort becomes 
apparent as he had not told his partner that he masturbates even though he thinks ‘she wouldn’t 
really care, to be honest’.  George said he would say goodnight to his partner and then go to the 
Internet and masturbate to pornography.  This became a problem as he was unable to sleep 
without an orgasm and was spending what he thought was too much sleep time online.  He decided 
to wean himself off the pornography though he still sometimes masturbates to pornography.   
Male partners had mixed feelings about masturbation, most seeing it as a way of reducing pressure 
on their partners when painful intercourse was present.  When Internet pornography was used, it 
was seen as a form of cheating as well as an activity that took up too much sleep time and needed 
to be controlled.  Masturbation was sometimes done alone and sometimes with partners.  It was 
sometimes done secretively without the female partner knowing, and other times done in full 
knowledge.  Some men’s use of humour in talking about masturbation shows masturbation though 
useful, to be an uncomfortable subject for them.   
Quality of sexual interaction 
Some couples have found ways of engaging in intercourse that are either not or minimally painful 
for the woman, are not distracting for the male partner and both are experiencing pleasure.  Tom 
said he and his partner are able to have intercourse if they prop her hips, take it slowly and carefully, 
so she has minimal pain and both reach orgasm.  Post intercourse, Tom’s partner is in pain and ‘I 
sorta run and get the hot water bottle ready’, ‘but she says that it’s always worth it…she keeps 
saying at least…she can still use her vagina for good, sometimes [laughs]’.  Despite the changes 
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needed to avoid pain, this couple value their modified intercourse.  It is pleasurable for both but 
the cost comes with the pain post intercourse.   
In Tom and his partner’s situation, it seems working through the problems thrown up by 
endometriosis symptoms has improved their emotional connection, ‘…it’s become more of a 
connection now, than before.  We both realise that it could have been far worse if we hadn’t 
worked through the problems that we, that we have’.  Other men find the quality of the modified 
intercourse is compromised by their needing to be careful during intercourse.  They do not feel as 
positive about the modified intercourse.  When William and his partner have intercourse, for 
instance, he has to hold his body in a way he finds is not intimate, and he said he would be ‘working 
and concentrating so hard on what needs to be done to achieve pain free intercourse, that sets up 
a barrier…my psychological arousal is compromised’.  While his focus on ensuring his partner has 
no pain does not compromise his physical arousal, it does adversely affect his psychological arousal 
and sense of satisfaction with the whole act.   
Still others who have managed to return to intercourse enjoy the experience but find the worry 
about causing their partner pain undermines their sexual response.  Simon for instance, now able 
to have intercourse with his partner finds he is slow to ejaculate.  He thinks he is still considering 
her needs and also the delay might be ‘linked to training oneself to not…be too firm for a long 
period of time’.  He added, ‘Now I’m more permitted to be more firm but you’re also cautious…is 
there still a pain that I might accidentally…?’ 
Avoiding pain and his partner’s sexual pleasure are uppermost in John’s mind.  When he and his 
partner are engaged in intercourse and it is painful, ‘she doesn’t enjoy it.  I can tell.  She doesn’t 
look comfortable and I’m not comfortable with that.  Like, I mean like half, I guess for me half 
the bit for me is like the emotional part I guess, and that’s not there, so it feels really detached and 
not there’.  John is talking about his partner’s lack of pleasure and of interrupted emotional 
connection.  Pain is a potent distractor and indeed it would be distracting her from her erotic focus 
and John can sense this.  When his partner is without pain and enjoying whatever sexual activity 
they are involved in John says, ‘I enjoy it a lot when she enjoys it’.  
These men are articulating the importance of pleasure and emotional connection in their sexual 
interactions.  Pain during intercourse and fear of pain, can reduce a couple’s ability to focus on the 
erotic exchange.  Some men have been able to adjust to the modifications needed for pain-free 
intercourse, while for others the adjustment distracts them from their erotic focus.  The important 
message to couples is to experiment and communicate until they find an approach that provides 
each with a sexual intimacy that works for them.   
Chapter Summary 
In Chapter 4, the sexual impacts on the male partner of a woman’s painful intercourse were 
described.  Sexual frequency is arguably the first impact, as women try to avoid the pain.  For 
similar reasons, sexual initiation also changes.  Couples with good communication can circumvent 
the miscommunication and misunderstandings that accompany reduced sexual frequency and 
changes in sexual instigation.  Some couples continued with a modified intercourse though the 
male partner needed to be careful not to trigger pain in his partner and this affected his erotic 
focus.  For some men this was experienced as problematic.  Others appreciated the sexual and 
relationship changes it brought, despite being less ‘in the moment’.  Most couples experimented 
with non-coitus, some being able to successfully substitute non-coitus for intercourse.  For others, 
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non-coitus was an unacceptable option.  One couple stopped being sexual altogether.  Impacts on 
sexual response, relationship dimensions, communication and what has worked, are covered in the 
next chapter.    
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Chapter 5: Results:  Impact on Sexual Response and Relationships 
This chapter describes the results that encompass the impacts on the male partner’s sexual 
response.  It includes relationship dimensions from the male partner’s point of view.  
Communication is the penultimate theme, finishing with what participants in this study think has 
worked to build sexual intimacy for they and their partners. 
Impacts of endometrial intercourse pain on sexual response 
Teasing out the effects of painful intercourse on the male partner’s sexual response is complicated 
as will be revealed by the participants’ words.  The most common experience is worry about their 
partners’ pain during intercourse and her pain distracts them from their erotic focus and for some 
this impacts on their sexual response.   
Sexual desire 
Establishing the effects on the male partners’ libido or desire for sexual contact was elusive.  On 
the one hand, actual desire appeared to be unaffected by their partner’s painful intercourse.  On 
the other, men had modified their behaviours associated with their sexual desire.  Simon for 
instance, did not think his sexual drive had reduced but in order to receive more ‘I had to give 
more’, which meant ‘I definitely have modified my behaviours’.  He said, ‘it comes of more of a 
considered process’.  This meant less spontaneity, more communication between the couple, more 
setting the scene.  He also described a situation in which his partner’s successful use of vaginal 
dilators might trigger her libido, ‘which means that I then attend to her [sexual] needs but I don’t 
necessarily need it’.  His sexual desire and subsequent arousal may or may not result from his 
pleasuring her, and either way, this was acceptable for him.  He was also not complaining about 
having to modify his behaviours.   
John spoke of postponing his desire.  He said, ‘I still get like really excited about having sex with 
her, and like I still…even though we go through periods where we can’t, I still like think about it 
a lot, like, not in a frustrating way, it’s kinda like a longing, if that makes sense I still like get excited 
about it, but even if I know it’s not going to happen I don’t worry about that, so I’m just like 
postponing it, I guess?’  John comforts himself with the thought that he and his partner will be 
sexual with one another again.   
Similar to John, Brendon had not lost his sexual desire, but he was unhappy that his partner 
appeared to have ‘lost her sex drive, like completely’, as a result of pain during intercourse.  His 
desire for her sexually, caused problems because ‘you feel like you’re pressuring them to do 
something that they don’t want to’.  There is no sense that Brendon and his partner are able to 
address their impasse about how to maintain sexual intimacy in the face of painful intercourse; the 
impasse was undermining their relationship.  Brendon was uncomfortable in the unreciprocated 
desire: ‘I felt guilty cos you feel like you’re the one trying to satiate your own guilty sexual desires 
on someone that’s clearly in pain’.  
William’s response to the sexual desire question was mixed.  Sexual contact between he and his 
partner is a rare event: ‘the only time we have sex is when she initiates it…that’s a mixture of…me 
having learned that if she’s not in the right place she’ll shut me down cold…and it’s me not wanting 
to inflict pain’.  The rest of the time he said, ‘sometimes I’m downregulating my sexual desire and 
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then she’s downregulating me further…you only have to be shut down a certain number of times 
and you shut down, shut down the bit that has desire for this pleasurable activity, the libido or the 
animal whatever you want to call it, pretty unhappy about that too’.  Despite these previous 
comments, he added: ‘I would say that my desire is unchanged, if anything…by being 
frustrated…the desire is heightened’.  It seems in William’s case, while his libido is strong, he has 
altered his behaviours to protect himself from rejection and to not challenge the approach to 
painful intercourse his partner has taken.   
The reactions of some partners in avoiding any form of sexual interaction can appear as a loss of 
desire.  According to Michael, his partner thinks this has happened to him, but he disagrees.  He 
does however, hold back from acting on his desire.  He said it’s not that he’s not interested in 
being sexual with his partner, but the pain ‘makes it very difficult to…enjoy sex…it’s become like 
a, a chore’.  For George and his partner, it has been three years since they have had any sexual 
contact.  He said, ‘I still, I love my wife very very much.  It’s been so long since we…the both of 
us have looked at each other as sexual objects…I don’t look at my wife like that anymore’.   
The men who commented on their libido or desire to be sexual, show that while their desire had 
not been grossly impacted by their partner’s painful intercourse, there were less obvious affects 
that could be attributed to the pain challenges.  These included how they enacted their desire such 
as holding back and postponing it.  One man thought his desire had been heightened by the 
reduced sexual interactions, and this brought with it, sadness.  Another man also expressed sadness 
and lack of energy to be sexual.   
Sexual arousal 
Overall the men had adjusted to the changes in their sex life and were gaining adequate arousal for 
getting and maintaining an erection.  There were, however, subtle changes in arousal as well as 
clear adverse effects.  
Simon had noted a change in his sexual responsiveness.  He said ‘…if I’m too focused on work, 
trying to switch over from that activity to come across to the, to the realm of sex can take, can 
take a little bit…more time.’  He has found he needs to stop that activity and do something relaxing 
including listening to music or having a bath, before he is able to focus on being sexual with his 
partner.  This makes their sex life less spontaneous than he imagines other people’s to be and yet 
the considered approach both partners take to their sexual relating is part of how they’ve managed 
a successful relationship and sex life.  While this was a change, it did not appear to be a major 
stumbling block for Simon, adding, ‘but that’s, that’s a minor contribution to what [his partner’s] 
homework has been’. 
Michael had also noticed a change in his sexual response that he attributes to painful intercourse.  
He said the pain his partner experiences during intercourse completely and instantly ‘kills’ his 
arousal, most of the time resulting in erection loss.  He added, ‘it’s not, it’s not that I’m not 
interested or disinterested’ in being sexual with his partner, but the anxiety and the stress of it 
limits his ability to get aroused.  He said, ‘there’s so many other emotions that go along with that, 
that almost act as roadblocks…it’s become like a, a chore’.  Michael’s description of the direct 
effect of his partner’s pain during intercourse (including the fear of pain), on his arousal and 
erection, is an example of how male partners’ emotions can (if only situationally), affect their sexual 
function.   
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The changes to Tom’s arousal on the other hand were more under control than that experienced 
by Michael.  Tom spoke of the high energy bursts he can experience during intercourse, but he 
now has to ‘sort of reel that in a bit’ in order to not hurt his partner.  He was clear though this did 
not cause any sexual malfunction.   
George had no difficulty getting or maintaining an erection during masturbation, the only sexual 
activity he was having.  He did say he would ‘occasionally suffer soreness’ to his penis, and this 
would result in a loss of sensation.  If he stopped masturbating for a week or so, the soreness 
would disappear.  He said overall, he ‘wasn’t getting anything out of it…it just became a habit…like 
ok that’s done, I can sleep now’.  George’s use of Internet pornography also interfered with his 
sleep time, indicating extended masturbation may have caused the genital soreness.  He and his 
partner’s inability to discuss the interruption to their sex life, created unease in their relationship 
and one of his reactions was extensive masturbation to Internet pornography.   
Being ‘in the moment’ 
Ability to be in the moment is a skill that has much in common with mindfulness.  Many male 
partners had difficulty holding their erotic focus or being ‘in the moment’ while they were having 
intercourse with their partner.  They feared hurting their partner; they were distracted by needing 
to be alert to her signs of distress, and they would control their arousal and sexual activities.   
For Simon, it meant he was unable to ejaculate in a timely fashion.  For William, he said he would 
be ‘working and concentrating so hard on what needs to be done to achieve pain free intercourse, 
that sets up a barrier so that I’m totally not in the moment’.  While William’s focus on ensuring 
his partner has no pain does not compromise his physical arousal, it does adversely affect his 
psychological arousal and sense of satisfaction with the whole act.  Tom mentioned not being able 
to lose himself in the moment: ‘…you can’t really…lose yourself in the moment too much because 
I know that if I go too hard or too fast, that it’s going to cause pain, so you need to sort of…I 
guess, I need to always have that self-control’.  The control did not however, adversely affect 
Tom’s arousal or capacity for a timely orgasm.   
Brendon talked about ‘connection’ being compromised because his partner was distracted by her 
pain, as was he.  He also felt guilty ‘that she’s trying to persevere for your sake.  You don’t want 
to stop because then you feel like that’s letting her down as well again, I guess…it gets very messy’.  
Not only was Brendon unable to be in the moment but he experienced multiple layers of 
distraction, that got in the way of a pleasurable sexual interaction.   
John spoke of what happens to his sexual pleasure when his partner is in pain and unable to be 
emotionally in the moment.  John recognised that as the pain was drawing his partner’s focus away 
from her pleasure, from being able to be in the moment, he would sense detachment in her, and 
his own enjoyment would decrease: ‘I guess for me, half the bit for me is the emotional part.  I 
guess, and that’s not there, so…so it feels really detached and not there’.  John illustrates the 
relational influence on sexual pleasure.   
Mark also talked about connection.  He said, ‘it is easy for us guys to feel disconnected sometimes 
when there’s not…sex as frequently say as there used to’.  He added, ‘you can’t sort of lose yourself 
in the same way as you used to be able to’, but from his point of view ‘it’s made me a lot more 
mindful of, of this great amazing thing that we’re sharing’.  In the process of adjusting to the 
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erosion of being able to be in the moment, Mark had found something valuable in their experience 
he didn’t know existed.   
Orgasm-ejaculation 
Six male partners said they had no difficulty with orgasm and ejaculation.  For some however, 
being preoccupied with the fear of pain, restricting arousal to avoid pain and not achieving 
sufficient arousal during non-coital sex, did affect sexual climax.  Whether this was seen as a 
problem differed from participant to participant.   
Simon discussed a problem that had occurred in the previous 6 to 12 months.  He had found he 
was taking a longer time to orgasm-ejaculate during intercourse: ‘it’s not that I didn’t get aroused, 
it’s not that I didn’t get erect, it’s that I just didn’t need to go [orgasm-ejaculation]’.  He thought 
his consideration of his partner’s needs was a distraction ‘and so therefore I didn’t need to go’.  He 
also thought the delay might be ‘linked to training oneself to not…be too firm for a long period 
of time’.  While Simon was now able to have intercourse with his partner, it is possible his previous 
need for caution remained. 
John had also experienced orgasm-ejaculation differences.  He noticed he could ejaculate more 
easily when he and his partner are having pain-free sexual intercourse and they are absorbed in the 
moment, not worrying about pain.  When however, they are engaged in non-coital sex, ‘I find it 
more arousing and stuff like that, but…I might not like find it easier to climax…as in like I feel 
like I’m about to climax but I just don’t’.  When he and his partner have been having intercourse 
and she is in pain, ‘I wouldn’t even get close…I don’t really wanna climax, like I mean I’m too 
preoccupied being worried, to be able to enjoy it, to even get there’.   
Further, if John’s partner was in pain, she would also not enjoy it which was an additional turn off 
for him.  In John, subtle changes are occurring during pain-free sexual intercourse and pain-free 
non-coital sex.  He is aroused by both activities but is possibly not accessing the level of arousal 
in non-coitus necessary for climax.  Despite these arousal complications John enjoys the non-coital 
sexual activities he has with his partner and they enjoy a high level of communication.   
William’s experience of orgasm and ejaculation is also subtly different.  He had no difficulty 
reaching orgasm and ejaculating but he said the quality of the orgasm and of the whole sexual act 
was compromised because of the position he needs to hold in order for his partner to have pain 
free intercourse.  
Pain post intercourse/orgasm and ‘aftercare’ 
Several men talked about their partner’s experience of pain after intercourse.  For some men, this 
additional pain was a disincentive for their partner to be sexual, such as in William and his partner’s 
case.  When Matthew’s partner orgasms, ‘it then sets off sort of a, a chain reaction which then 
causes pain, so that’s quite a difficult line to balance because from my perspective I might want to 
be quite close and you know…give her pleasure but she’s, she knows she’s going to enjoy that 
aspect, but then regret that pretty much straight away…it [pain post orgasm] can [sigh] probably 
last a few hours’.  Similarly, Mark said he could understand why his partner would not want to be 
sexual when intercourse causes pain during and at times, afterwards.  He said, ‘you know yeah, 
enjoying sex and then…it becoming something that’s painful or, or even, even after the fact…it 
would just skew the whole experience to like well maybe, ah well yeah, maybe, maybe let’s not…’  
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For other men, they incorporated care into the post intercourse period and that extended their 
intimacy.  For example, Tom would ‘run and get the hot water bottle ready’ because his partner is 
‘often quite, quite sore, a lot sorer than before.’  John and his partner had also instigated a post 
intercourse pain aftercare regime to try to ‘make sure everyone like feels ok and is like comfortable 
with each other…like be affectionate towards each other, so we’re, it’s like, no one feels like they’re 
being used or whatever’.  They found they enjoyed the intimacy of that time so much, they began 
to include the ‘aftercare’ post all sexual encounters whether painful or not.   
Sexual satisfaction 
In response to the question about sexual satisfaction, Simon said, ‘wellbeing for us is about setting 
the right environment so we do have significant communication backwards and forwards’.  He 
clarified what he meant, by asking rhetorical questions: ‘Am I getting pleased?  Yes.  Do I get 
pleased on a regular basis?  Yes.  Do I respond to her emotionally?  Yes.  Do we have connection 
amongst us?  Yes…so am I satisfied?  Sure.  Have, have there been times when there’ve been 
difficulties?  Sure.  But we’ve had a collective approach to the situation which has then allowed us 
to progress, which has then allowed us to have connectivity amongst us’.  The couple combine 
humour, communication and lateral thinking to create a sexual relationship that continues to grow 
despite the challenge of painful intercourse.  This is not the case for all men in the study.   
Four men talked about feeling less satisfied with their sexual relationship.  The pain experienced 
by William’s partner is positionally dependent.  To reduce the pain during intercourse, William 
must hold his body in a position away from his partner’s, a ‘tightly structured’ experience that 
reduces his sense of satisfaction: ‘Just because I can get it up and get my rocks off, doesn’t mean 
that I have good sex…’.  His partner also experiences pain after orgasm.  While the couple have 
tried non-coital sexual activities, William explains the couple do not find them as intimate as 
intercourse.  As a result, they restrict their sexual relating to intercourse which is infrequent and 
lacks intimacy for William.  His partner’s fear of pain has also affected affectionate touch, so they 
engage in very little intimate contact.  There’s a sense that despite communicating well, William 
and his partner have reached a creative impasse in their sex life, resulting in William’s satisfaction 
being compromised.   
Michael sees his sexual satisfaction as a ‘generous average’ because painful intercourse ‘makes it 
very difficult to…enjoy sex’.  He said, ‘it would be the one area that if we could improve I think 
we would’.  Communication around their sexual relating has become strained and when they do 
engage in intercourse, Michael is distracted by the worry his partner may be experiencing pain.  
The combination of Michael’s preoccupation with worry before and during intercourse, and 
reluctance to communicate his feelings to his partner has led to his unwillingness to participate in 
intercourse and dissatisfaction with their sexual relationship.   
Brendon had been feeling ‘a bit of a failure as a lover cos I feel like I can’t get her to want me and 
sometimes I can’t get her off [orgasm]’.  However, as previously mentioned, he and his partner 
had recently consulted a sex therapist and have been encouraged to explore a more sensual 
experience.  As a result, he said they were experimenting with non-coital sexual activities and when 
his partner obviously enjoyed herself ‘that made me feel better’.  As with many of the male 
partners, the reciprocity of their female partners enjoying whatever sexual relations they could 
manage, was important to Brendon.   
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George was not able to answer the question about sexual satisfaction as he and his partner were 
not being sexual in any way.  He did voice his sadness about the possibility he may never sexually 
interact with his partner again.  He sighed deeply as he said, ‘at times I’ve thought, what is this, 
this is unfair?’ and then would try to rationalise his loss with, ‘no it’s not unfair she, this happened 
because this happened’.  Since his partner’s recent surgery, and the nurse practitioner’s question 
prior to surgery, about sex, he was feeling a little optimistic about a future sex life with his partner, 
but ‘I don’t know when if, when and if we do start to be intimate with each other again, how it is 
going to go…neither of us know what’s going to happen when we do try and you know, when we 
do…attempt to have intercourse again…it’s, it’s tricky and it’s complicated’.  George was generally 
unable to talk to his partner about their sex life and they no longer slept together.  There was a 
sense they were stuck in a relationship dominated by the endometriosis symptoms and that ‘it [sex] 
became, it’s a difficult subject, it’s still a difficult subject now’.  
Four men report feeling satisfied with their sex lives, with one partner valuing his sexual 
connection more, despite the drawbacks of painful intercourse.  When thinking about his sexual 
satisfaction, Tom weighed up the losses of availability, ease and spontaneity, but added, ‘that’s not 
really how it works any more.  The act of it now is more…it has like a higher value now yeah, so 
in terms of…the satisfaction after and knowing how…valuable that, that time was together…then 
it feels a lot more satisfying than it used to, for sure’.   
Tom went on to analyse their sex life: ‘The sex while we manage is not as good as it was before, 
but…our, communication and our problem solving together has actually…brought us a lot closer 
than before.  The emotional side has increased a lot because I know the value of it now, whereas 
having it before so readily available and I never really thought about it as a sort of, like a gift or 
anything like that…it was just something that you could do that felt good umm…yeah I think like 
now it’s more special’.  Tom also pointed out that the aftercare phase they engage in now has 
lengthened the sexual interaction and he appreciated that.  He was able to acknowledge his sexual 
losses and value the sexual relating they have without being stuck in a cycle of regret.  Mark also 
acknowledged his sexual satisfaction is ‘a little bit down because…sex is much less frequent than 
it used to’ and this includes the non-intercourse sexual play, but, he said he enjoys ‘great satisfaction 
when we do have sex’.   
Two of the four satisfied men said they thought their partner’s ability to remain orgasmic formed 
part of their own sexual satisfaction.  Tom said his partner being able to orgasm made the sex they 
do have still ‘quite special’ and mutually enjoyable.  If she lost the ability to orgasm ‘then I think 
that…it would still be a really challenging thing for us and I think because that has stayed and you 
sort of still get that…real feeling of satisfaction and that all the hard work has resulted in a job well 
done’.  
Like Tom, Matthew weighed up the losses generated by his partner’s pain during intercourse with 
being able to offer his partner orgasm via oral sex, saying ‘I’m not dissatisfied’.  He went on to 
explain the importance of their sexual interaction: ‘I feel quite lucky to be able to offer that to 
[partner]…rather than us not being able to have penetration and then me not being able to satisfy 
her in any way, I think that would, would be a much more challenging relationship’.   
Enjoyment for both parties was also a key factor in John’s sense of satisfaction.  John talked about 
feeling sexually satisfied when he and his partner enjoy whatever form of sex they are having.  
While intercourse can be satisfying because it is easier for him to climax, it will only be satisfying 
if his partner is also enjoying it and is not experiencing pain.  He takes pleasure in all the other 
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sexual activities they engage in, as long as his partner is enjoying it.  He said, ‘when she doesn’t 
enjoy it, it’s not an option for me, to have sex with her, obviously’.  This was a similar message 
many male partners expressed.  Being able to openly discuss the implications of the painful 
intercourse and reframe intercourse to include non-intercourse sexual activities were important 
elements of sexual and relationship satisfaction.   
For Mark, partner enjoyment is also an important factor.  ‘I feel like it’s, I, I want our sexual relating 
to be something that we both thoroughly enjoy on all different levels…and if one partner can’t I, 
I yeah, it’s a bit sad.’  Mark reflected other male partners’ wish for a reciprocal sexual relationship 
and how sad that is when one partner cannot enjoy sexual relations as much as before.   
Relationship Dimensions of Painful Intercourse due to Endometriosis  
There are multiple relationship dimensions that come into play when a woman experiences painful 
intercourse due to endometriosis.  In this section, I report on the elements of diagnosis delay, 
expressions of affection and sexual identity. 
Diagnosis delay 
As stated in the literature review, the gold standard of diagnosis of endometriosis is the surgical 
intervention of laparoscopy.  Endometriosis can also be clinically diagnosed via a woman’s 
symptoms.  The major problem of diagnosis in endometriosis is the inordinate time it can take to 
get a definitive diagnosis.  This is the result of a multitude of social factors that begin with a lack 
of knowledge about endometriosis and end with trivialising the woman’s symptoms.  In Moradi 
and colleagues’ (34) Australian study, they reported the average time from onset of symptoms to 
diagnosis was 8.1 years.   
In a context of symptoms without a diagnosis, a woman avoiding intercourse can cause a male 
partner to react in two ways that disrupt the relationship.  He can disbelieve her symptoms because 
the medical profession has, in a sense, invalidated her symptoms.  Secondly he can think his partner 
no longer finds him sexually attractive.   
Michael and his partner have been together for many years.  His partner has always experienced 
pain during menstruation and a degree of pain during intercourse ‘quite early on in our 
relationship…she just sort of said she never really could enjoy sex, it would just always, always 
hurt and…she’s like, she just, she couldn’t understand yeah how it was supposed to be fun’.  The 
effect on their sex life is that neither of them were able to fully embrace and enjoy their sexual 
interaction.  Michael said, ‘it’s added a different, different dynamic.  It’s meant sex was probably 
different for us than maybe other people.  I think there’s a lot of stress for me that comes with 
it…and it’s not as fun as maybe it could be’. 
Once Michael’s partner went off the pill when they were trying for a pregnancy, the pain symptoms 
intensified and she was finally diagnosed with endometriosis.  As a measure of how disruptive not 
having a diagnosis was, when Michael was asked what he would share with a couple at the 
beginning of living with endometriosis, he said, ‘the biggest thing I would say is…you know yeah, 
find out if you definitely got it’.   
Brendon’s partner’s symptoms escalated and intensified at about the same time they started seeing 
one another.  He said up till then ‘No one really believed her.  People dismissed it as normal…it’s 
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other things and that, so guess it was a big relief to her to have an actual proper diagnosis’.  After 
his partner’s surgery, Brendon would look for times she was not in pain and he would want to be 
sexual with her.  She would distract him and not say why she did not want to participate.  Brendon 
said, ‘you’re like start questioning yourself so you think is, is it something that I’ve done, is I’m, 
am I not as attractive to her as I used to be?’  Despite knowing his partner’s diagnosis, he still fell 
into the trap of doubting his partner’s attraction to him.  Delay in diagnosis can cause women and 
their male partners to doubt the origin of her symptoms, and struggle with communicating pain 
experiences that have no solid medical validation.   
Expressions of affection 
One of the relationship dimensions of painful intercourse is how it plays out in a couple’s everyday 
affection.  Researchers Denny and Mann mention how painful intercourse can cause one or both 
members of the couple to abandon daily expressions of affection, for fear it may lead to sexual 
arousal and thence to painful intercourse. (8)  Couples who maintain ‘everyday’ or non-sexual 
touch are making a significant contribution to relationship resilience.  This is most important in a 
context of disrupted sexual contact.   
Only two of the nine participants spoke of how affectionate touch was no longer a part of their 
relationship.  William talked about how his partner had closed off any form of affection for fear it 
might lead to intercourse which is painful, ‘because it’s easier to shut it down in the beginning than 
to, than I guess let people feel like you know, they’re being led on…and nobody wants and that’s 
all, all difficult and complicated.’  George thought his partner connected affection with painful 
intercourse: ‘…once the pain started it basically you know, she decided to associate that, the sex 
and the pain with, with affection’ and this drove a wedge between them, including sleeping in 
separate bedrooms.  
Other couples have not found expressions of affection have been impacted by endometriosis or 
painful intercourse.  In Brendon and his partner’s case, he thought his not pairing affection with 
sex had made a difference for his partner.  He said, ‘I guess if you don’t associate it with sex, then 
they’re not going to associate it with sex as well, as a pre, pretext to some kind of sexual encounter’.  
He also thought his physical support of her when she was in pain helped maintain their affection.   
John does not think the painful intercourse has adversely affected their day to day intimacy, ‘there’s 
like a lot of affection like in and out of sex…and if the other one doesn’t want it, we just say we 
don’t want it at that time’.  Where some couples pull back from affection for fear it will lead to 
arousal and pain, John and his partner come together in affection, building resilience into their 
relationship. 
Similar to John and his partner’s experience, Mark thinks he and his partner feel comfortable 
expressing daily affection.  Clear communication is key.  When Mark’s partner is in pain, he may 
suggest a back rub and she will say, ‘oh that would be great’.  At other times she’ll say, ‘no don’t 
even go there.  Thank, thanks but nice thought but nah’.  Any form of touch would increase the 
pain.  John’s partner had at times experienced pain on sexual arousal and when John might do 
something that she could find arousing, ‘she’ll tell me like sometimes she’s like ok with it and 
sometimes she’s not…and then we just leave it at that’.  For both couples, the line is clear and is 
not associated with hurt feelings.  
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Two other couples also expressed ease in being able to be affectionate.  Tom thought he and his 
partner cuddled and kissed more ‘without it actually being a precursor to any intercourse or 
anything like that’.  And Michael thinks he and his partner are good at expressing everyday 
affection: ‘that physical touch, that physical closeness would probably be there every day I think’.  
Sexual identity 
When major health challenges occur, those involved can lose their sense of who they are or how 
they like to be seen.  Two men spoke of changes to their sexual identity occurring as a result of 
endometriosis and painful intercourse.  William said he had lost ‘the role of umm…seducing is 
not the word but the role of…demonstrating my love and desire by jumping my beloved’s bones’, 
in other words, of initiating sexual contact.  He grieved that loss.  
George also expressed sadness and guilt as he described the effects of his partner’s illness on his 
sexual identity: ‘I don’t consider myself a sexual being anymore.  It’s been that long I [sigh] 
yeah…umm, [big sigh] my, my wife didn’t look on me as, as a sexual partner for a long time…I 
was looked at as being you’re the guy who lives in the house.  And that, that stung.  That, and I 
felt quite unhappy about that, and I also felt quite guilty that I was feeling unhappy about that.’   
Partner Supports Woman 
Working as a team has the potential to make up for some of the losses that endometriosis and 
painful intercourse cause.  The course, however, is not straightforward, as the men’s excerpts 
illustrate: 
George said, ‘I try and be the best husband I can be but there are times when I don’t cope very 
well with things.  I’m not as useful as I could be, I’m not, and I, I can be quite ‘hmm what about 
what I want?’’ ’  George went on to say that during his partner’s recuperation two changes occurred 
that meant he could support her wholeheartedly.  Firstly, ‘she was willing to let me look after her’.  
And secondly, ‘I had to step up…this thing just clicked on in my head’, and he was able to support 
her.  As a result, they are now in a better relationship space, better than it has been for a long time.   
Another man, Tom, spoke of how the support he offered his partner after painful intercourse had 
created a new source of intimacy.  Tom said, ‘…it has before been where like you’ve had sex and 
then it’s like, oh alright…getting up…and continuing what was happening before whereas 
now…it’s kind of…almost like…if you define the sex from the very beginning, like the first kiss 
to when you sort of disconnect at the very end, to not to, to doing a separate task or something, 
it’s much longer now’.   
Brendon also talked about his challenges supporting his partner.  He said, ‘like the start of the 
relationship she was commending me to everyone and I was being super supportive…but then 
there was a time when I let my insecurities leak…and showed to be a little selfish and unsupportive 
at a time when it was more about her and not about me, should have been, and I made it more 
about me…and you feel really guilty cos you feel like, once you’ve shown that side to her, it affects 
her opinion of me, her image of me’.  Men’s honest accounts show their struggle as they try to 
support their partners while the challenges of the condition butt against their own frailties.   
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Communication 
Communicating about painful intercourse would seem to hold the solutions, but many couples 
find discussing sexual problems difficult.  This can be doubly difficult when the problem is 
embedded in a chronic illness like endometriosis, and the male partner is wanting to support his 
partner, not cause her further anxiety by raising the issue of painful intercourse. (75)  Further, 
women are reported as often hiding the pain they experience in intercourse for fear of not meeting 
their partner’s needs. (16)  Unvoiced assumptions and expectations are not a recipe for clear 
communication.  
William illustrated how difficult it can be for couples to talk about what on the surface appears to 
be a straightforward illness related symptom.  He explained how the logical approach to pain 
during intercourse, is avoidance.  He said, ‘and it’s not about our relationship or how she feels, it’s 
just about the avoidance of pain, but, that’s the rational thought.  The…you know the emotional 
side yeah, it feels shut down and rejected’.  In the context of two people in a relationship, with 
potentially multiple meanings of intercourse between them, avoidance of intercourse can generate 
strong emotions that may be difficult to articulate.  He went on, ‘to say you know you can talk 
about it and get it sorted, well that, that assumes that rational thought…is king, and in these matters 
rational thought is not king…so there’s an emotional component which we know is not…not 
particularly amenable to rationality’.  Sexual concerns such as painful intercourse, tap into deep 
and often under-expressed insecurities that by their nature, are difficult to recognise and 
understand.  William was aware of the causes of the sexual avoidance but still felt isolated.  Other 
male partners also illustrated how difficult navigating their way could be.   
Brendon also discussed the role of rationality in his sexual relationship.  He recalled times when 
he thinks his partner is not in pain and he would ask if she would be interested in intercourse, ‘like 
I knew she wasn’t in pain and then I’d try and instigate something with her and then, she…would 
sort of change the subject and try not to do it’.  Because his partner had not communicated why 
she was not interested in being sexual with him, Brendon thought she was no longer attracted to 
him.  He started communicating in a passive-aggressive way: ‘I’d be like well, let me know if you 
find me attractive at any stage’.  He was aware that his thinking was not rational, that his partner’s 
reactions were a result of endometriosis symptoms and not a reflection of how she felt about him, 
‘but as human beings we’re not rational [about relationships and sex], it’s highly emotional and you 
start feeling insecure a little bit, in yourself’.  The ongoing reduction of intercourse, of initiation 
and the inability of the couple to address these issues resulted in Brendon thinking he was 
unattractive to his partner which caused relationship tension and discord.   
Michael’s discomfort about sexual conversation caused relationship stress on both sides.  When 
asked who in his relationship generally raises the topic of sex, he quickly answered that his partner 
would, adding, ‘I just pretend it doesn’t exist’.  He acknowledged his reluctance causes tension in 
the relationship.  He said, ‘before we start [being sexual], like we don’t really have a chat about 
what we’re going to do, it’s sorta just see how we go…so it’s not like any of the anxiety…yeah or 
hesitation is, is released I guess’.  Elsewhere Michael said he would rather we just ‘mucked around’ 
(code for non-intercourse sex play) but he had not found a way to communicate that to his partner.   
Michael was only able to discuss some of his feelings and thoughts once he was under the pressure 
of an argument with his partner: ‘…we’ve both got frustrated and cranky and I think just out of, 
out of frustration for me I’ll, I’ll generally try and, try and explain to her…you know how I feel’.  
Michael said his partner would accuse him of never initiating sex and not finding her sexually 
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attractive.  He said they would argue and he would finally try to explain how he does find her 
sexually attractive but ‘I get quite anxious, I get really stressed…umm, you know I think I say to 
her a lot, that I feel a lot of pressure from her around it and as soon as I feel pressure it’s really, 
it’s really hard’.  Michael’s experience illustrates the complexities of emotions that can occur 
between a couple where endometriosis and painful intercourse are present.  His account reveals a 
reactive response in which he is defending himself rather than being part of a team and able to 
discuss the useful non-coital thoughts he expressed in the previous paragraph  
Mark also shared how insecure he can feel when his partner repeatedly rejects his sexual advances, 
even though ‘deep down I realise why’.  He added, ‘and I think that’s when you know…just good 
communication around it is, is key for both partners…I guess on the communication front hasn’t 
always been my strongest point in our relationship’.  And yet he thought, ‘…we’ve been umm 
forced in a good way to be better communicators with each other’.   
Speaking about communication prompted another thought from Mark.  He wondered whether he 
provided his partner with sufficient support in terms of encouraging her to speak about her 
experience of endometriosis: ‘maybe sometimes yeah, I don’t really talk about it enough with her 
and then in which case…she’s, yeah might not feel supported enough…from my end’.  The 
opportunity to give voice to the challenges around endometriosis and painful intercourse had 
triggered a thought about another way he could support his partner.   
Tom also revealed a level of insecurity when his partner began to experience painful intercourse 
and she suddenly stopped wanting to be sexual with him.  He talked about a sense of disconnecting 
with her, ‘wondering why it’s not happening, like why, why’s she not horny anymore’.  In their 
case however, good communication made such a difference that Tom says, ‘even though…sex is 
less frequent…it’s not, it doesn’t feel like a problem any more’.  While the sex is not as good as it 
was before, he thinks the ‘communication and our problem solving together has actually…brought 
us a lot closer than before’.   
Matthew’s experience aligned with Tom’s statement about communication and relationships.  
Matthew said he and his partner have improved their communication skills, helping them move 
past roadblocks and strengthen their relationship: ‘it’s only if you really stop and reflect on what 
the relationship might be like, if endometriosis wasn’t there, do you think, well, maybe we wouldn’t 
be as emotionally close’.  The bond that can develop as a result of good communication, can forge 
emotional intimacy that can replace or balance out the lost intimacy of sexual intercourse.  The 
two last mentioned male partners had traversed the tricky emotional territory of painful intercourse 
and emerged with deeper relationship intimacy.   
Some male partners are more comfortable discussing things sexual.  From the beginning of their 
relationship John and his partner would talk about alternatives to painful sexual intercourse and 
came to value non-coital sex as much as intercourse.  This notwithstanding, John said his partner 
puts pressure on herself about not being able to have as much intercourse as she would like.  John 
makes sure she knows that ‘like I don’t feel like I need intercourse’ and ‘I let her know that like 
there’s no pressure coming from me’.  John plays an active role in anticipating and responding to 
his partner’s concerns: he is a reliable ally.  Similar to Tom, John said, ‘I just don’t think of it in a 
way that would let it be a problem’.  
The examples of Michael and John show different levels of comfort in discussing their sex life.  
They also reveal examples of the woman pressuring for sex, as opposed to the stereotype of the 
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male as sexual instigator.  While John and his partner engage in non-coital sexual play, intercourse 
remains for her something he thinks she desires, despite the pain, perhaps for its own sake or for 
relationship dimensions or to ‘feel normal’. 
While deep conversations are valuable, some male partners lighten the mood by using humour to 
discuss things sexual.  Simon mentioned he and his partner share a sense of humour that helps 
them make ‘light of situations’.  Tom uses humour to approach ‘something that’s maybe a bit 
awkward, talking about umm, masturbating like while your partner’s in the other room’.  Brendon 
recalled he and his partner’s experience of a practitioner who said he had the cure to endometriosis.  
After the appointment his partner asked him what he thought of the practitioner.  Brendon 
suggested he contact his partner’s gynaecologist and say, ‘I know you’ve been studying 
endometriosis and you went to medical school for ten years, but actually [practitioner’s 
name]…has actually cured endometriosis…I’m sorry you guys were looking…you just gotta cut 
out gluten and you’re all good, damn it’!  Humour for Brendon and his partner lightens the mood 
and facilitates deeper conversation.   
Tom reflects on the importance of good communication over things sexual so ‘it doesn’t become 
this brooding thing, this unspoken problem that…always sits in the back of your head.’  He said 
when they started noticing his partner was experiencing painful intercourse, ‘we needed to really 
talk about it and sort of try and figure out ways that umm, we can work together…so that we both 
enjoy’.  Tom described how during intercourse he would stop and ask his partner if she was ok.  
He said they realised stopping and questioning mid intercourse interrupted their arousal.  Figuring 
out what worked was a matter of trial and error.  Conversing before and after intercourse, not 
during worked better for Tom and his partner.  
For George and his partner, conversing about their sex life became difficult so they ‘didn’t look 
into anything else really…I didn’t want to push her on it’.  Their inability to talk about sexual 
options created a situation where intimacy had largely disappeared from their relationship.  He 
said, ‘it’s funny…in talking about it, it’s interesting, I hadn’t realised how much of it had affected 
our marriage’.  It seems the fear of talking about sex was worse than the loss of intimacy.   
The above examples are illustrations of the spoken form of communication.  Several male partners 
also talked about their use of non-verbal communication.  Matthew said how confusing he found 
the early days of endometriosis symptoms as his partner was unable to describe the pain she was 
experiencing.  Over time, he found non-verbal ways of communicating with her, for example, 
being a ‘supportive presence’ or ‘holding her close’ helped calm her and she was then able to 
verbally communicate her experience.  Matthew thought their awareness of non-verbal cues was 
as important as verbal communication.   
Brendon is alert to some non-verbal signs that his partner is in pain, for example she’ll get a heat 
pack or take medication.  But at times he has wondered whether she was in pain and should he 
initiate intercourse.  He thought if he would ask whether now would be a good time for 
intercourse, it would affect the spontaneity of just doing it.  To him, it felt too clinical or formalised, 
so he would hesitate about raising the topic.  And when his partner would give him oral sex but 
not be interested in him returning the favour, he said, ‘if she just gives me orgasms that feels very 
one-sided.’  He went on to articulate how he felt as though he would be navigating in the dark: 
‘it’s just that when it’s not really talked about or just sorta like the elephant in the room that oh 
you can’t do that, you can’t really talk about it cos then it will upset her, and you can’t talk about 
your feelings cos that’ll upset her too, cos then she feels guilty, like that’s when it becomes an issue.  
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It’s hard to know what she thinks’.  Brendon expressed a confusing mix of emotions and thoughts 
that while not verbalised, left him isolated in the relationship and potentially self-absorbed. 
Simon talked about noticing non-verbal cues that his partner was interested in being sexual and 
this meant he could mentally prepare himself.  Tom described how he and his partner have 
manoeuvred themselves around the lack of spontaneity aspect of painful intercourse.  His partner 
would provide advance notice that she was feeling good that day, ‘that’s my sort of cue to know 
that at some point today if I want to be spontaneous and initiate sex that it will be approved activity 
for both of us’.  Within a defined time period there is room for spontaneity.  Simon and Tom and 
their partners have engaged in the deep conversation that has made non-verbal communication 
work.   
William’s comments on communication hinted that achieving a good sex life is more complex than 
being able to communicate well about things sexual.  He said, ‘I accept that you know human 
sexuality is a complex and complicated thing and that it can only be helpful for us to communicate 
about it where we can’.  That said, he didn’t believe good communication necessarily ensured good 
sex.  In he and his partner’s case, counselling support has been helpful.  It ‘meant that the loss, 
well the, the loss of the sexual intimacy…has not been fatal’.  William also had a provocative 
thought on the value of communication as a therapeutic intervention for a couple struggling with 
the multiple effects of endometriosis.  He thought trying to learn how to communicate when 
you’re going through the rigours of endometriosis and painful intercourse was ‘just loading more 
and more onto a relationship’.  He suggested it could be seen as ‘blaming the victim’, its benefit 
not immediately obvious to the couple.   
Matthew also spoke about not underestimating the value of good communication.  He said, ‘you 
can sit there talking…but if there are things you’re not saying then why are you not saying them?  
And if it’s about offending the other person, then you need to understand what are you not trying 
to do?  Are you trying to not offend, yeah, are you trying to not offend them or are you trying not 
to blame them or are you trying to do something else?...and yes you can dodge a difficult 
conversation but only for so long’.  
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Information gathering 
Men recounted how much difficulty they had getting information to help them adjust to their 
partner’s endometriosis and painful intercourse.  Some went to the Internet.  Tom said ‘We would 
do research and try to look for articles, and go on websites to look for techniques for intimacy 
outside of…intercourse and that sort of thing…you know when you, you look for people that 
have disabilities…don’t have traditional sexual relationships…’  Tom went on to explain, ‘we have 
fumbled around these conversations so much that if there were some resources that could guide 
a conversation to find a resolution for different issues that would be so helpful, because sometimes 
you know what a problem is but you don’t know how, how to talk about it and what are the 
questions that you can both answer, and then using both your answers find…sort of…solution’. 
Matthew had also searched the Internet and had not found sites that offered useful advice.  He 
was particularly looking for information on sexual pleasure, envisaging ‘sort of a, a karma sutra for 
every day without penetration…and yeah sort of some sort of resource… that does offer 
suggestions of you know, exploring each other’s bodies as a whole rather than just the genitals’. 
John and his partner searched the Reddit site on the Internet.  They were particularly interested 
‘to see if there were different positions we could try to make intercourse more pleasant and stuff 
like that…yeah we couldn’t figure out how to do them [laughs]…we located a bunch of different 
positions but most of the stuff we found was kinda like, just kinda confusing to pull off at the 
time’. 
Endometriosis organisations played a supportive and informational role for some of the men and 
their partners.  Mark talked about how much his partner had benefited from a conversation she 
had with a member of Endometriosis Australia.  He thought a similar service could be useful to 
partners ‘even to, to get a better understanding of, of what support is or isn’t out there’.  Tom and 
his partner ‘…joined a few of the endo groups, the EndoActive group….  We bought [a] dvd and 
it’s basically going over all the [EndoActive] conference…material, so we watched that 
together…and got a, I guess, for the first time realised that this wasn’t going to just go away 
because the surgeon that we had initially seen basically had said, yep you’ve got endo, I’ll go in 
there and remove it and you should be all good, basically’.   
Reason for participating in study 
Most male partners said they participated in the study for altruistic reasons.  They wanted to help 
other men and couples understand they were not alone.  As an example, George said, ‘I would like 
to think that somebody who is going to go through it, endometriosis is awful and if they go through 
it and get any sort of comfort, or any sort of reassurance that the way they’re feeling is normal 
then that’s [his involvement in the study] utterly worthwhile.’  When he and his partner were 
selecting a date for the study interview, George said his partner told him to ‘tell her anything you 
want cos you might be able to help somebody hugely’. 
Similarly, John thought there may not be many male partners willing to participate, ‘so I thought 
I should just…participate anyway because that would help out’.  John added, ‘from what I’ve read 
of other people on the Internet, I also worry about like, many women’s like partners, and their 
understanding of it [endometriosis and painful intercourse] so I thought that, I was hoping this 
study would somehow contribute to that’. 
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Why men chose to participate in the study can reveal the importance of the sexual disruption to 
their lives.  Saying for instance, they hope that other men (and couples) can feel less alone when 
they read this study, reveals just how isolated they have felt in their life with endometriosis and 
painful intercourse.   
Health professional support 
Given painful intercourse is a symptom of endometriosis, women and couples could assume they 
would gain support about their sexual concerns from health professionals.  The men interviewed 
for this study reflect what some researchers have found: health professionals vary hugely in their 
willingness to raise and address sexual concerns. (1, 10, 63)  Five men commented on their 
experiences with health professionals.   
Simon and his partner had sought advice from many health professionals.  When his partner asked 
about painful intercourse, ‘some of the advice she got was consume alcohol’, or, ‘you need to allow 
for a time because this was a new experience, so you need to relax’.  Simon said this advice made 
it difficult for his partner to respond because she thought her experience must be normal.  Simon 
added, ‘We did burn through some health professionals…because over time if a person doesn’t 
have a diverse enough education then we’re not interested in talking to them’.   
Simon complained about a surgeon’s unrealistic expectation.  Referring to his partner, Simon said: 
‘She needed to know after she had her…surgery, that it would be up to 6 weeks’ recovery, not, 
not frigging one week then you’d be fine.  I knew it would be longer and just, I just knew it would 
be longer’.  As a result of not getting back to work after one week, Simon said his partner was very 
negative within herself and this put additional pressure on him to support her.  He said, ‘If 
someone had told her, look it’s probably a 4 to 6 week recovery, some people get up and they get 
going back to work within 2 weeks, but most of the time it’s 4 to 6, then one can prepare oneself 
mentally’. 
Some men accompany their partner to medical appointments.  Matthew attends gynaecology 
appointments with his partner because she invited him.  He said, ‘I didn’t feel particularly 
welcomed.’  John also attends his partner’s medical appointments, ‘and not really spoken directly 
with them, just been there to like, help her out, more like, so an indirect role…I don’t, as far as I 
know her doctors haven’t asked that I come to appointments.’  He goes because his partner wants 
his support.   
George would drive his partner to doctor’s appointments but sit in the waiting room.  He thought 
his partner wanted privacy.  ‘I think also she didn’t want me to worry.’  It was not until just prior 
to her surgery that both of them were invited into the appointment by the nurse practitioner.  He 
reported the nurse practitioner saying, ‘You know a lot of people who have surgery for 
endometriosis, want to know how soon they can have sex, and both [his partner] and I sort of 
laughed awkwardly and stared at our feet and said ah we haven’t even thought about that’.  George 
thought this was the only time a health professional had brought up the topic of sex.   
Brendon said the only health professional who had talked to him about painful intercourse was 
the sex therapist he and his partner had recently consulted.  She ‘was the only one though, that 
really has encouraged me to come, like has cared about my, the impacts on me or anything’. 
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Brendon had strong opinions of the value of sex therapy: ‘To have your thoughts listened to and 
validated by a professional is, in front of the presence of your partner, is good.  That helps because 
like you voice your opinions and you kinda feel like oh I’m just a stupid male, like what would I 
know?  Maybe I am selfish, I don’t understand this illness, I don’t understand hormones, I don’t 
understand the female reproductive system, yeah and but you feel like you’re a little bit hurt and 
guilty yourself, and you feel like they dismiss that or your partner dismisses your concerns’.  Not 
only could Brendon freely express himself with the sex therapist but he also felt his concerns were 
heard.  This was a powerful enabler of clear communication between the couple and helped them 
explore one another sexually.    
What’s Worked 
Each man interviewed for this study was invited to say what positives they thought they had gained 
from their life with a partner who had endometriosis and experienced painful intercourse.  And 
finally, what they would share with another couple new to endometriosis and painful intercourse.  
Their responses reflect their own struggles and form a map of the most important elements these 
men would have liked to have known that could have eased their way.   
Positives from painful intercourse due to endometriosis 
Six participants said they thought they had grown through experiencing endometriosis and painful 
intercourse.  Michael thought his partner’s health had forced them to learn to better communicate: 
‘I think communication would be one thing, I think that it really has you know, forced us to 
acknowledge…and talk about it a lot more’.  He thought this would be one of the few positives 
they’d gained from the experience of endometriosis. 
Brendon also thought communication between he and his partner had improved: ‘obviously like 
as a couple you learn to talk about your real feelings more, communicate better…it’s taught us 
how to talk about our sexual feelings whilst having sex and communicate more about what works 
and what doesn’t work, both sexually and as a, like in a, as a couple’.  He also thought the 
experience of endometriosis and painful intercourse had taught them to ask for help, ‘we’re not as 
shy to the fact of seeking help as well…you know it’s not as foreign a concept to us’.   
Brendon had educated himself about endometriosis and chronic illness, and thought his partner 
appreciated his efforts in this regard, so it had had a relationship building effect as well.  Simon 
said he and his partner had developed ‘a diverse range of skills’ both sexually and in their broader 
relationship.  This had grown them as individuals and as a couple.  Their approach meant their 
sexual relationship did not stall but continued to grow.  Matthew spoke of how positive he thought 
their deepening emotional connection was: ‘…maybe we wouldn’t be as emotionally close, maybe 
we wouldn’t be as good at communicating’. 
Two men explained how the care they give their partner after painful sexual activity has become 
part of non-painful sexual activity and the benefits this has reaped.  If their sexual activity resulted 
in his partner being in pain, Tom would do soothing things for her afterwards.  He compared their 
previous sexual interactions and mused, ‘I don’t mind the sort of care phase afterwards, it’s kind 
of…almost like the if you, if you define the sex from the very beginning, like the first kiss to when 
you sort of disconnect at the very end…it’s much longer now’.  Similarly, John thought the most 
positive thing to come out of endometriosis and painful intercourse was he and his partner’s 
discovery of the value of ‘aftercare’.  At first he would do things to help relieve the pain after 
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intercourse.  Now he engages in aftercare post any sort of sexual interaction, and similar to Tom, 
he thinks it has extended the time of their sexual pleasure.   
For some men, the need to be more aware of signs of partner pain distracts them from their 
arousal and affects the whole sexual activity.  For Mark however, he thought he had gained from 
having to be more careful in intercourse: ‘I think it’s just sometimes easy for guys’ sexual…feelings 
just to, to take over’. Mark thought having to go slower and be more mindful and ‘delicate’ had 
grown him sexually.  He also feels as though he’s got to know his partner better, through seeing 
her grapple with endometriosis symptoms and supporting her.   
George sighed heavily after the question about positives from painful intercourse.  He said he 
thought ‘…dealing with the whole endo…had brought us closer together.  It drove us apart but 
then ultimately dealing with it has brought us closer together…I’m not sure that directly the painful 
intercourse caused any positives.  It, it drove a wedge between us.  It’s the reason we sleep in 
separate bed, it’s [sigh]…’ 
Suggestions to other couples 
When Michael was asked what he would pass on to another couple at the beginning of their life 
with endometriosis, he initially said he could not think of anything to say as he did not know 
whether what he and his partner experience is normal.  He went on however, to say ‘I think looking 
at it now, the biggest thing I would say is…you know yeah, find out if you definitely got it’.  Michael 
was referring to how isolated he felt as he struggled to understand his reactions to a condition that 
had no name.  Diagnosis delay and the private nature of painful intercourse had exacerbated his 
isolation, so early diagnosis he thought, could have helped Michael understand and be able to 
better support his partner.   
Five men talked of the value of communication.  William started by saying ‘I think if I’d known 
how long this was going to go on for, how difficult it has been, how saddening it is, how hurt and 
lonely, would that have helped?  Nope’.  He thought the high level of communication between he 
and his partner had given their relationship a solid foundation.  He added, ‘I’m not sure 
that…trying to improve your communication while dealing with all this crap.  I mean that’s just 
loading more and more onto a relationship’.  Suggesting to couples with endometriosis that they 
seek training in communication, he said, ‘All that really looks like is a) blaming the victim, umm b) 
more work that doesn’t seem to be immediately relevant to the problem, so more stuff that we’ve 
got to work on when you’re already dealing with something pretty big’.   
Brendon talked about the value of good communication, saying, ‘…make sure you communicate 
honestly about how you’re feeling, both sides, and then for the female not to dismiss the male’s 
opinion or thoughts or feelings as well, to make him less likely to voice them, or want to bring 
them up because they’re just, they’re valid as well, because it affects the male as well.’  
Simon started by encouraging male partners to better understand themselves, in order to better 
support their partner.  He said, ‘I would try to educate him to search out emotional 
intelligence…because I don’t know that you can always teach patience to some males…so I would 
encourage them to seek out a bit of, better understanding of who they are’.  To women Simon 
suggested: ‘Don’t emasculate your partner…if you think he’s no good, you’re going to get what 
you think, and vice versa, if he’s more aware of his emotional intelligence he will be more 
considerate’. 
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John and Matthew also spoke of the importance of communication.  Matthew said, 
‘Communication can never be undervalued…and honest communication, because you can, yeah, 
you can sit there talking…but if there are things you’re not saying then why are you not saying 
them?’.  Matthew elaborated on how good communication can be learned.  He said, ‘even starting 
off with, I don’t know, with time limits on difficult conversations? …just practising having difficult 
conversations is never going to be a waste of time...and whether it’s [sighs], and whether it’s 
practising them…for your own sexual wellbeing and sexual health…even just the fact of initiating 
that conversation, even if it you know, falls flat the first few times, it’s still going to be worth it, 
because the next time you initiate it, the fourth or fifth or sixth time, then you’ve already got over 
the biggest step of actually initiating it, and the other thing is that skill’s going to serve you in you 
know, the rest of your life’. 
Tom was also clear about the value of good communication.  He said, ‘I think that the thing, that 
thing that is the most important is to always be open to talk about it, because you’re never going 
to solve a problem by not addressing it and…even if it’s the most awkward of conversations…if 
it doesn’t happen, you’re, I don’t think you have much hope to be honest’.  Tom warned about 
ignoring painful intercourse, ‘if you think that it’s just going to sort itself out because…we, in the 
beginning thought it would sort itself out and didn’t address anything and it all just turned to shit, 
until we decided that this is something we now have to deal with...’ 
Two men mentioned counselling.  William acknowledged the value of counselling insofar as it 
provides a disclosive space whereby ‘just saying things out loud umm, makes them not easier to 
deal with it, but at least it, it gives you a, it helps you shape your understanding in what you’re 
dealing with’.  Brendon and his partner had also experienced useful advice from a sex therapist, so 
he was recommending couples seek professional counselling, ‘…don’t be afraid to like go and see 
someone about it as well, and address it early on, and don’t let it manifest itself as something that 
can affect your relationship in other areas when it doesn’t have to’.  
Two men spoke specifically about painful intercourse, how it is caused by endometriosis and not 
by the female partner’s dissatisfaction with the male partner.  Both men also emphasised empathy.  
Brendon said, ‘I guess I’d say to the male guy, and also don’t think that it’s anything, an issue with 
you…and try and be as understanding about the way that she feels, as possible…definitely yeah 
communicate yeah everything clearly’.  Mark said, ‘The first thing that comes to mind is…if you 
know if the woman doesn’t feel like having sex and it’s an extended period of time for the guy 
maybe you know, it doesn’t mean that she’s not actually attracted to you, or that she doesn’t love 
you or that she doesn’t want to have sex with you...’ Mark added, ‘I think the best thing here we 
could possibly do for our partners is to attempt to put ourselves in their, in their situation’. 
Three men spoke of the role of intercourse in a relationship and expanding one’s sexual repertoire.  
John’s advice to another couple was, ‘I guess my main point is to really reframe sex and like into 
a life that isn’t about penetration, cos that’s what’s worked for me’.  Brendon also suggested ‘…take 
intercourse off the table…don’t be afraid to take everything off the table and start seeing what you 
can put back’.  To the male partner who says he really needs penetration, John said, ‘I really think 
that like, if you’re in a position where you feel like you need it, you have to like re-evaluate if you 
want to be with that person so, I guess what I’m saying is that you need to work around it the best 
you can, because like they don’t have any control over it, or you need to like do them a favour and 
like go find somebody else who can, so I guess that’s my perspective’.  Matthew added his 
perspective which is, ‘…sex is not the whole of the relationship’.   
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John said he educated himself about endometriosis: ‘I looked into like endo as well, like looked 
into the disease to make sure I understood it…and to understand your partner’s endo,’ because 
each woman’s symptoms can be different.  Matthew also mentioned the value of the man in getting 
a better understanding of endometriosis: ‘if there’s that openness about…about the woman having 
endometriosis then I think any opportunity that a male partner has to understand that condition 
and become involved in that, in a way that the woman is comfortable with, I think is going to 
strengthen that relationship because it means that the, that he is investing in her as a whole person, 
not her…as an object of…just sexual desire.’ 
Finally, George reflected the tough time he had experienced and his hope for the future: ‘I’d want 
to say to the guy ‘you’re going to feel like…you’re a bad person because of the way your, your 
mind is going to play tricks on you, you’re going to feel like a bad person is the way you’re going 
to think.  You’re not a bad person.  This has happened.  It’s not going to be nice but ultimately 
it’s, it’s going to be ok.  You have time.  Don’t beat yourselves up.  Do not punish yourselves 
because you feel that somehow you, as I thought initially, the painful intercourse was my fault’.  ‘I 
carried a lot of guilt from that.’  ‘You are going to feel guilty.  You are going to feel wretched.  
There are going to be times when you’re not going to get on, but ultimately it will be ok, I think’.’  
George acknowledged the emotional impact but offered hope as an antidote. 
Chapter Summary 
In Chapter 5, the sexual response impacts were reported.  Relationship and communication 
dimensions were described and men stated what they thought had worked for them and what 
advice they would give another male partner or couple in a similar situation.  Men experienced 
changes to all aspects of their sexual response, though whether they viewed the change as a 
problem differed from man to man.  Communication was considered a significant facilitator of 
understanding the changes and working out approaches, though not all participants felt skilled in 
effective communication.  Partner enjoyment was a key motivator for men’s choice of sexual 
approach.  If their partner was not experiencing pleasure, men were not comfortable being sexual 
with her.  In Chapter 6 I discuss the implications of the sexual and relationship impacts.   
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Chapter 6: Discussion 
In this chapter the results of the research into the sexual impact on the man whose partner has 
endometriosis and experiences painful intercourse are discussed.  A fuller understanding of the 
sexual impact for the man and the adjustments made to accommodate painful intercourse 
challenges, can provide a more holistic picture of the couple relationship, and can inform a 
better relationship map for heterosexual couples living with this chronic condition.  Culley and 
colleagues report that for most people with a chronic condition, their partner’s behaviours and 
beliefs can influence how the condition is experienced and managed by the person with the 
condition. (60)  There is evidence for instance, that men’s reactions can improve or exacerbate 
their partner’s symptoms. (17, 56, 63, 135, 136)  A more thorough understanding of the sexual 
impacts can also inform policy makers and health professionals in their duty of care for women 
with endometriosis and their partners. (6, 9, 20, 60)  Understanding the role pain plays in 
intercourse is a first step. 
The Role of Pain During Intercourse 
Unwanted pain is a potent distractor of the erotic focus in a sexual interaction. (137)  In women, 
pain is likely to impede vaginal lubrication, causing further pain during intercourse and fear of 
pain in consequent intercourses.  However, in De Graaff and colleagues’ study of women with 
endometriosis and their partners compared to controls, they suggest “attentional capacity, 
required for the processing of erotic stimulation, is not disturbed”. (85)(p7)  They found women 
with endometriosis (53% of whom experienced painful intercourse), were able to maintain their 
erotic focus during intercourse.  From a clinical point of view, this is a counter intuitive finding 
that requires further exploration.  In our study there is evidence, according to her male partner, 
that when a woman is fully aroused, the pleasure takes over and she does not feel the pain, 
potentially indicating a strong erotic focus. 
If intercourse pain in women distracts them from their erotic focus, their male partners can 
equally be distracted.  Four participants discussed the effects their partner’s pain had on their 
sexual functioning.  The impacts included effects on arousal (erectile function), difficulty with 
orgasm and ejaculation and/or lower satisfaction with the sexual encounter.  Poorer erectile 
function and lower levels of sexual satisfaction were identified by Smith and Pukall’s (86) 
quantitative research into the sexual impacts on male partners of women with provoked 
vestibulodynia (PVD).  The impact on orgasmic potential is unique to our study and has not 
been reported previously in research on painful intercourse.  
In two studies that investigated the sexual function of male partners of women with 
endometriosis, the impacts on men varied. (20)  Hammerli and colleagues (20) reported almost 
all male partners of women with endometriosis experienced changes in sexuality (which may 
equate with our term sexual wellbeing).  In De Graaff and colleagues’ study, they reported male 
partners of women with endometriosis had “comparable sexual functioning” with control 
partners. (85)(p7)  The researchers from both studies did, however, suggest qualitative research 
to further explore male partners’ experience was needed.  Our study contributes to the 
acknowledged need for qualitative investigation of the impact of endometrial painful intercourse 
on male partners.  The men’s experiences of intercourse in this study hint at how pain can affect 
men’s sexual function and this is also reflected in Smith and Pukall’s study of male partners of 
women with PVD. (86)  Men’s experiences will be further explored in the section on the man’s 
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sexual response.  Understanding the role of intercourse in the heterosexual relationship is an 
important element in analysing partners’ reactions.  
The role of Intercourse in a Couple’s Relationship 
Sexual intercourse plays a significant role in a heterosexual couple’s sexual intimacy  Sexual 
intercourse is such an inherent part of heterosexual practice, “that it is heterosex” (15)(p230),  
McPhillips and colleagues argue; the ‘coital imperative’ is necessary for men to be sexually 
satisfied. (15)  While such statements are social constructs, they do help explain how challenging 
painful intercourse can be to a woman and her male partner.  An inability to fulfil the coital 
imperative can threaten a man’s sexual satisfaction and can explain a woman’s worry about the 
future of her relationship. (10, 33, 71, 77, 138, 130)  
Some men in this study said they preferred non-coitus to intercourse as the non-coitus gave the 
couple more predictably pain-free sexual interactions.  Despite satisfying sexual experiences, men 
said their female partners would push for intercourse which they knew would be painful.  This 
observation has been noted by other researchers. (16, 71)  For men who did not want to trigger 
pain in their partner, their partner’s pressure to engage in penetrative sex was confusing.  This 
“want” (by the woman) to engage in intercourse which may be painful is the embodiment of the 
‘coital imperative’.   
Women’s engagement in intercourse despite the pain, has been reported as the couple trying for 
a pregnancy, (69) for sexual intimacy, (35) and wanting to feel ‘normal’. (71, 84)  The role of the 
coital imperative as a motivator for women to engage in intercourse despite the pain is not 
discussed in the literature.  Nor does the literature address the coital imperative in men in a 
context of painful intercourse.  The coital imperative is reported as having an impact and this 
warrants further investigation to understand how this phenomena impacts on a couple’s 
engagement in penetrative sex when pain may be present. 
One participant challenged the coital imperative in his response to his partner’s request for 
penetrative sex.  The drive to please the man was an insidious motivator.  John would re-iterate 
to his partner he did not need intercourse and if sexually required relief he could masturbate.  
Here, John is resisting the coital imperative by reassuring his partner of his non-necessity of 
intercourse and broadening their sexual repertoire, an approach reflected in Leeners’ work. (72)  
John’s willingness to take a strong position resisting the coital imperative and embracing non-
coital sexual activity could play a vital sexual and relationship building function, where the pain 
his partner felt at intercourse may, in time become decoupled with being sexual. 
John went further in his advocacy of non-coitus in the context of endometriosis and painful 
intercourse.  On the ‘social sharing’ website Reddit, he and his partner encountered men who 
said they needed ‘penetration’.  John stepped up to say to those men that if they thought 
intercourse was their only option, they should do their partner a favour, and find another partner 
who could engage in intercourse.  John was making a strong statement about what had worked 
for he and his partner and he did not approve of the man’s position.  Men can play a vital role in 
challenging other men’s perception of the coital imperative and the need for penetrative sex.   
The lens of normality is another way of viewing the coital imperative.  The belief that intercourse 
equals ‘normal’ or ‘real’ sex could contribute to or exacerbate the sexual distress of women who 
continue to engage in painful intercourse, and their male partners who witness their distress. (80)  
  
 
 
67 
While the researchers did not ask a specific question on the topic, participants couched answers 
to questions about painful intercourse, in terms of what was or was not normal for themselves 
and on behalf of their female partners – one or both partners wanting to achieve a normal sexual 
experience.  Other researchers have noted endometriosis couples need to feel normal (9, 71), 
though in our study it was men speaking about themselves and their partners.  The sense of not 
being like other couples is an isolating factor.  Needing to be loyal to his partner whose 
condition is causing the pain, might prevent a man from seeking support about their sex life.  It 
could also limit a couple’s non-coital experimentation. 
While women may be pressing for intercourse thinking they would please their partners, all the 
men in this study talked of how important it was to them that their female partner was 
experiencing sexual pleasure.  Reciprocal pleasure has been noted to possess strong relationship 
qualities by McCarthy who writes: “The core of sexuality is giving and receiving pleasure-
oriented touching”, (140)(p228) which is invaluable in the development of sexual resilience. (141)  
For the men in this study, if their partner was being pleased, so were they.  Unwanted pain 
during intercourse pleased neither partner and it triggered avoidance reactions.   
Impacts of Endometriosis Intercourse Pain on Sexual Activity 
In a context of pleasurable expectations, (62) a man elicits and witnesses a woman’s pain during 
intercourse. (80)  This can cause a constellation of sexual, emotional and relational impacts that 
can be tricky for a man and the couple to navigate, given the socially prominent role of 
intercourse in heterosexual sex (due to the coital imperative).  The lack of support in 
participants’ attempts to negotiate the sexual challenges they faced including the early challenges 
of the drop in frequency of intercourse was reported.  These men were ‘alone’ in their attempts 
to negotiate the sexual challenges they face that are difficult to talk about within the context of a 
partner’s ill health and not commonly spoken about in the broader community. (28, 63, 142).   
Frequency of intercourse and sexual instigation 
A reduced frequency of sexual intercourse was an important issue for men.  This confirms the 
work of Brown (16), Culley et al (9 and 60), Butt and Chesla (63),  and Hudson et al (84).  All 
men interviewed experienced a reduction of sexual intercourse.  The meanings they attributed to 
this loss and who was responsible for reducing the sexual instigation, differed from couple to 
couple.  How well the couple communicated about their sexual experience was also an important 
factor in building intimacy, as was whether the intercourse pain occurred early or later in the 
relationship.   
A perception of the partner no longer finding the man attractive was reported in our study and 
noted by Butt and Chesla, (63) and Culley et al (9).  The reduction in the frequency of 
intercourse led to a sense of an emotional disconnect from their partners that was also reported 
by Butt and Chesla’s qualitative study of couples. (63)  Good communication between couples 
could resolve misunderstandings and help restore their emotional connection.  However, as 
many researchers have commented, communicating well about things sexual in a context of 
endometriosis can be difficult. (11, 12, 67, 20)  As such, not all participants were skilled in 
communication and this meant that for some, the reduction in frequency of intercourse 
remained a sticking point, one man saying he felt shut down, as also reported by one of the men 
interviewed by Butt and Chesla. (63)   
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These men’s adaptation to reduced frequency of intercourse through a re-appraisal process is 
reflective of Hudson and colleagues’ (84) biographical reappraisal analysis of 22 heterosexual 
couples where the female partner had endometriosis.  The researchers noted men in particular 
were doing the work of reappraising the importance of sex in their relationships.  Hudson and 
colleagues suggested men might think they ought to reappraise the place of sex in their life or 
risk being seen as selfish.  In the current study reappraisal is exampled by men ‘stepping up’ or 
being pleased to be able to relieve their partners from the responsibility for upsetting the sexual 
equilibrium.  The expressions of satisfaction many of the men have for the sexual relations they 
are able to engage in and for the enhanced broader relationship dimensions are similar to 
Hammerli and colleagues’ findings of men being less satisfied but the majority “not unsatisfied”. 
(20)(p7)  Further, this reported satisfaction with their sexual and broader relationships may 
reflect Metz and Epstein’s discussion about sexual dysfunction being a catalyst for improving 
relationship satisfaction and intimacy. (143) 
Coming to terms with changes to sexual initiation was another challenge related to reduced 
frequency of intercourse.  The men reported the significance of sexual initiation and its meaning 
for them.  For some it was not an issue.  For others, the changes to sexual initiation affected 
their sexual identity, their role in the relationship, and their sense of being ‘wooed’; being 
attracted to, desired and feeling attractive.  A decision to not initiate a sexual encounter, by one 
or both partners, for fear of pain during intercourse, can result in less sexual intimacy in the 
relationship.  This is the case in the context of a diagnosis vacuum and/or communication 
difficulty when couples can experience miscommunication and marital discord, which was 
reported for a minority of couples in Culley and colleagues’ study. (60) 
While a woman who fears painful intercourse will tend to limit sexual instigation, so too can the 
male partner pull back from initiating sexual relations, for fear of triggering pain during 
intercourse.  The man may “adjust” the frequency of intercourse, as identified in De Graaff and 
colleagues. (85, p7)  He may also develop anticipatory anxiety as noted by Brown and others. (9, 
16, 60)  In this research two men stopped initiating any form of sexual interaction.  The stress 
experienced about the pain during intercourse translated into a reluctance to instigate sexual 
relations.  This can be compounded by an inability to communicate the impact effectively with 
the partner and result in (further) relationship discord.  This inability to articulate thoughts and 
feelings is reflective of Culley and colleagues’ observation of the impact cultural expectations 
associated with masculinity which prevent men from effectively communicating about self. (60) 
Male partners struggled with the challenges of intercourse initiation in the context of painful 
intercourse.  Without good communication, anticipatory anxiety about causing pain during 
intercourse occurred for some men.  Relationships became strained and one or both partners felt 
rejected, as also identified by Culley et al (9).  Some male partners lost a valued role, good 
communication coming to the rescue in one man’s relationship; for another man less 
communication meant he felt less of a sexual being, isolated and guilty for focusing on himself.  
As noted by Culley and colleagues, other men also potentially became preoccupied with their 
own losses rather than supporting their partners (60).  Those men however, who were able to 
constructively discuss the challenges, managed to craft their own approaches that enabled 
continuing initiation of sexual activities.  In one man’s case being open with his partner about his 
feelings consequent to her ceasing to initiate, prompted his partner to initiate sexual activity for 
relationship purposes, similar to Basson and colleagues’ model for women’s sexual response, 
with women involving themselves in sexual activity for many different reasons. (144) 
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Men’s emotional reactions to intercourse pain and reduction in sexual frequency 
Men reported a range of emotions related to causing pain in their partners during intercourse.  
All were distressed at their partner’s pain with some finding the drop in sexual frequency created 
an emotional disconnection in the relationship.  During intercourse, John could feel the 
emotional disconnect when his partner was distracted by the pain.  Distress with pain and 
reduced frequency was also identified by Brown. (16)  Men felt sad about the sexual changes, 
rejected and confused (particularly pre-diagnosis).  They felt isolated from their partner, lonely 
and some felt a sense of unfairness.  They also felt isolated by the sense they had lost their sexual 
identity.  They grieved their losses.  These emotions have been identified and reported in the 
literature, Fernandez (28) adding men feeling powerless.  Culley and colleagues reported men 
feeling helpless (37) and Meana identified men feeling angry. (56) 
Guilt was a common emotion reported by the participants which was also felt by men in Culley 
and colleagues’ study. (37)  Men experienced feelings of guilt and responsibility about triggering 
pain during ‘sex’, (9)(p13) worried before and during subsequent intercourses and frustrated at 
reduced frequency: a confusing mix of emotions, not dissimilar to William who referred to 
‘survivor guilt’ after engaging in intercourse that caused pain in his partner.  The range and 
confusion of emotions experienced by the men in our study included loneliness, guilt for the 
belief about the need for intercourse (male entitlement), confusion (resulting from a partner’s 
wish to engage in penetration and knowing it would result in pain) and guilt for engaging in an 
activity which resulted in pain.  In Brendon’s words, things end up feeling ‘very messy’ which is 
reflective of Fernandez and colleagues description of a ‘roller coaster’ of emotions. (28) 
These emotions complicate a couple’s sex life and if the couple is unable to work through them, 
the unexpressed emotions can be expressed in unpredictable ways, creating further tension in the 
relationship.  In Culley and colleagues’ work for instance, men in their study did not share their 
emotions with their partners, partly because they prioritised their partner’s emotions above their 
own, and partly because they thought their role was to be brave. (60)  It was not unusual to find 
in the studies, that men prioritised many aspects of their partner’s life over their own. (84)  That 
said, some men in this study felt more positive and this too, is reflected in the literature. (9, 28)  
Reframing intercourse to be more about non-coitus, and clear communication may have fostered 
a more positive atmosphere.  These participants reported a sense of hope for the future. 
Sexual identity 
Sexuality is a core aspect of being an intimate couple. (145)  When major chronic health 
challenges occur, those involved can lose their sense of identity though this is not prominent in 
the endometriosis literature.  In the cancer context however, Ussher and colleagues challenge the 
connection between men’s sexual identity and the need for intercourse or penis-in-vagina sex.  
They discuss men feeling delighted to be able to engage in non-coital sex when intercourse was 
not possible. (146) 
As sexual penetration and affectionate touch disappears from the relationship men perceived 
they also lost part of their sexual identity.  In some cases participants reported this as losing the 
role of demonstrating love and desire which was part of the sexual identity’s expression.  Sexual 
identity was also tied to sexual instigation.  These men were not asking for sympathy.  The 
glimpses into their feelings were more a matter of fact, as was the support they provided their 
partners.  If the loss of a man’s sexual identity is a major deficit, his unresolved grief could 
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damage the relationship.  If non-coital sexual expression is one way to maintain a man’s sexual 
identity, couples can be gently encouraged to experiment.  More research is required to 
understand the impact of endometrial painful intercourse on sexual identity 
Positional change and restricted movement 
In the context of painful intercourse, the coital imperative requires modification.  Some couples 
adapt by experimenting with intercourse positions and sexual movement.  Their goal is to 
achieve intercourse that is pain-free, so their partners can experience pleasure.  For this to occur, 
the man and woman need to maintain a strong erotic focus.  Experimentation with positioning 
may unite couples in their quest to adjust to what William termed their ‘mutual adversary’. 
Modification to position and movement during penetrative sex was an adaptation reported by 
participants.  The change can include more care in the moment during penetration.  As well as 
experimenting with modified intercourse some participants also increased affectionate intimate 
touch that did not necessarily lead to intercourse.  The endometriosis literature is not replete 
with detail about how couples “explore ways to have sexual intercourse without pain” (64)(p8).  
Hammerli and colleagues mention positional modifications in intercourse, in particular in which 
the woman controls the depth of penetration (20) and Brown discusses woman-on-top may 
work better (16).  Culley and colleagues acknowledge “some couples had not found alternative 
ways of expressing closeness’’(9)(p13), an oblique way of describing non-coitus and affectionate 
touch. 
Modifying intercourse was not successful for all male partners.  Alcohol was used to numb the 
pain which resulted in both partners experiencing dissatisfaction and a withdrawal from the 
sexual relationship.  Brown described this as an “all or nothing” approach to painful intercourse 
(16) p137).  The modification of intercourse was sometimes accompanied by a psychological 
dissatisfaction with intimacy as a result of the “awkward’ positioning.  This process of “go[ing] 
through the motions” and “receiv[ing] minimal pleasure from it” was reported by Morin. 
(142)(p277)   
For others who continued with a modified intercourse, the distraction of potential or actual pain 
was balanced out by other advantages.  Participants reported an increased mindfulness and an 
increased value to the sexual interaction.  The changes in sexual expression also led to better 
communication and problem-solving strategies for some which also increased satisfaction.  
These participants were “appreciating a sex life within the limits of an individual’s sexual 
potential.” (147)(p13)  Couples can become closer as an outcome of facing the challenges of 
endometriosis. (9)   
Intercourse ‘off the table’ and embracing non-coitus 
The notion that intercourse is the only normal or real way to be sexual in the heterosexual 
context (146), could also make it difficult for couples to value non-coital sex.  In this study most 
men’s primary sexual activity was modified coitus, but two men’s adoption of non-coitus as a 
valued form of sexual interaction bears mention as they have successfully resisted the coital 
imperative.  Non-coitus offers couples an opportunity to achieve pain-free sexual interactions, 
though as endometriosis changes and grows, pain-free is not guaranteed. 
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Engagement in non-coital activities was a result of painful intercourse present from the 
beginning of the relationship.  In one case this choice was unintentional and not planned.  Non-
coital sexual play was reported as equally pleasurable to penetrative sex and more pleasurable 
than painful intercourse.  Being an active participant in adjusting the couple’s sexual expectations 
also led to a more enjoyable sex life.  These activities were also reported to strengthen the 
relational bond.  This re-imagining of the couple’s sexual expression is another example of 
‘biographical reappraisal’. (84)   
The literature on endometriosis mentions the benefits of “alternative ways of expressing 
closeness”, (60)(p4) and broadening sexual repertoire, but there is limited evidence that men in 
the studies have achieved this unlike in our study.  Culley and colleagues’ study of 22 
heterosexual couples reported 11 of the couples were having ‘sex’ rarely or it was non-existent, 
and the remainder reported reduced frequency of ‘sex.’ (60)  (Because of the context, we are 
assuming ‘sex’ means intercourse, but we cannot be sure).  In Ameratunga and colleagues’ study, 
(n=51 male partners), all but eight said their partner’s pain prevented intercourse. (6)  Brown’s 
research is an exception where she describes several couples enjoying non-coital sexual activities, 
one of the couples reporting non-coital is “the only pain free sex”. (16)(p136)  Hammerli and 
colleagues reported an awareness of non-coital activities by measuring men’s frequency of 
various sexual activities and also by recommending health practitioners support men and couples 
engage in the “full spectrum of sexual activities”. (20)(p13)  Viewed through a sex therapy lens, 
getting across the message of the benefits of non-coital sex has the potential to help couples 
build a strong sex life and relationship, given the two are thought connected. (6) 
Challenges of non-coitus/non-coitus not for everyone 
Despite the advantages of non-coital sexual intimacy, some couples had experimented with non-
coital activities and found them wanting and not as mutually pleasurable as coital-based activities.  
Other men were more preoccupied by the coital imperative and having “normal” sex, also noted 
by Culley and colleagues. (9)   
A drive to please the man was an insidious motivator for a partner as reported by one 
participant.  Understanding cultural tropes, like the coital imperative, and the construction of 
“normal” heterosex coupled with a willingness to engage in challenging these ideals appears to 
be pivotal to a male partner’s, and the couple’s, maintaining and even increasing sexual 
satisfaction.  Men who reported a flexibility also reported sexual satisfaction.  The converse was 
also reported in our data:  a lack of flexibility resulted in less sexual satisfaction and more 
impacts on the relationship.  
Impacts of Intercourse Pain Due to Endometriosis on Sexual Response 
A number of impacts on men’s sexual desire, arousal, erectile function and satisfaction have been 
reported in this study.  This is consistent with Wagner and colleagues’ statement that sexual 
problems are relational; there is a high probability that men will also suffer when their female 
partner has a sexual disability. (148)(pS145)  The endometriosis literature on sexual response 
however is mixed, as will be discussed below.   
Research into the effects on the sexual functioning of male partners of women with 
endometriosis who experience painful intercourse is inconclusive.  Our study reported all male 
partners experienced sexual distress, consistent with Brown’s study. (16)  Hammerli and 
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colleagues reported 75% of male partners experienced changes in sexuality. (20)(p1)  They also 
reported male partners being less sexually satisfied, though the majority were not unsatisfied.  As 
previously mentioned, De Graaff and colleagues, (85) found the sexual functioning of male 
partners to be unaffected by their partner’s painful intercourse when compared to controls.  
Barbara and colleagues (70) revealed understanding on partner sexual functioning was limited, 
and Culley and colleagues (60) suggested more qualitative research could “more fully explore 
partners’ perceptions of the multiple ways in which sex and intimacy may be affected”.  The 
above research and findings notwithstanding, research into the sexual functioning of male 
partners of women with PVD, has shown men to have poorer erectile functioning. (86)  While 
PVD is clearly different from endometriosis, the finding could be instructive in the light of the 
paucity of studies into the sexual functioning of male partners of women with endometriosis and 
painful intercourse.  Using the PVD experience could alert couples and health professionals to 
the possibility of male sexual dysfunction particularly resulting from repeated exposures to their 
partner’s pain during intercourse.  This could perform a protective role for the health of the 
couple relationship. 
Being ‘in the moment’ challenges 
Being able to focus on the sexual experience from moment-to-moment plays an important role 
in sexual response. (149)  When the male partner is preoccupied with his partner’s actual or 
potential pain, he may have difficulty maintaining his erotic focus.  Men interviewed spoke of 
multiple layers of distraction including fear of hurting their partner, being alert to signs of her 
distress, and controlling their arousal and sexual vigour to limit her pain.  This is the case when 
men engage in intercourse in a context of previous and potential pain.  A lack, or perceived loss 
of connection was also reported to impact on the ability to remain in the moment.  This lack of 
erotic focus, of being in the moment, can be further affected by “spectatoring” where a person 
mentally steps outside of him or herself during sexual activity with a partner and monitors their 
own performance, in this case fearing they could be hurting their partner. (150)  Spectatoring has 
been associated with sexual dysfunction in men. (150, 151 p65) 
There were however, some men who engaged in a modified intercourse, who were able to 
maintain enough focus to have adequate arousal.  One participant was unable to lose himself in 
the moment because he thought he always needed to have self-control.  Despite this, he still 
managed an enjoyable sexual experience.  The control he needed to avoid causing pain to his 
partner was not sufficient to cause spectatoring and reduce his arousal or capacity for orgasm 
and ejaculation. 
In the endometriosis literature, being in the moment does not figure prominently although 
Hammerli and colleagues, (20) and Elmerstig and colleagues (71) mention the tendency of 
couples to focus on pain instead of enjoyment during intercourse.  The focus on pain is a 
challenge to being in the moment.  De Graaff and colleagues report distraction caused by pain 
could disturb sexual functioning, (85) though in their study, women’s attentional capacity was 
not affected by endometriosis or endometriosis-related symptoms nor was men’s sexual 
functioning affected.  
When a man is distracted by his partner’s pain, the emotional “connection” between the two can 
also be compromised; it is normal for both partners to struggle to focus on the erotic moment 
under these circumstances.  How couples adjust to find a sexual place where they can both enjoy 
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is as individual as couples in this study illustrate.  There is no one correct solution, (152) but a 
focus on sexual pleasure will guide the couple. 
Sexual desire or libido 
While women who experience painful intercourse due to endometriosis feel a reduction in their 
sexual desire (11), the picture for male partners is less clear cut.  Most men in this study did not 
think their desire for sexual intimacy had changed as a result of their partner’s painful 
intercourse.  Some men however, provided more nuanced comment on the libido question, 
making a distinction between latent libido and how they acted on their libido.  Making such a 
distinction can be helpful in understanding the reality of men’s libido as opposed to the myth 
that promotes male desire as always ready. (134) 
The research on the male partner’s sexual desire is inconclusive.  Fernandez and colleagues 
quoted a participant stating: “I have adjusted to the fact that there has been a significant loss of 
sexual desire”. (28)(p436)  Unfortunately the context of the man’s statement is not full enough to 
understand whether he is referring to his own desire or his female partner’s.  Two teams of 
researchers reported no change in the sexual desire of male partners compared to controls. (85, 
20)  On the other hand, McCarthy and Metz point to men who have had to follow an infertility 
protocol.  Four out of five of these men develop anticipatory anxiety which can cause erectile 
dysfunction or inhibited sexual desire. (153)(p31)  Anticipatory anxiety is mentioned in several 
studies (16, 9, 60) and in our study at least one man experienced severe anticipatory anxiety.  The 
impacts on male partners’ desire is an area that could benefit from further research.  
Sexual arousal 
Male partners said their partner’s intercourse pain reduced her sexual pleasure and this in turn 
challenged their own arousal and pleasure.  Given pain, particularly chronic pain, can also cause 
anticipatory anxiety (17, 9, 60), or distract one from the erotic focus, (137) this experience is not 
surprising.  Some men had difficulty getting aroused and maintaining an erection.  This challenge 
to arousal resulted from an inability to transition to being in the mood for sexual play (desire).  A 
woman’s experience of pain, or fear of pain, or a man’s witnessing her pain or worrying about 
causing her pain during intercourse, also resulted in loss of erection.  To minimise pain, one 
participant “trained” himself to less firm erections.  This impacted on his erotic focus/being in 
the moment, and in turn resulted in loss of erection.  Common to the participants’ narratives 
where arousal (erections) were achievable is the presence of sexual cues, and where a challenge 
to erectile function was present a lack of sexual cues to aid and facilitate arousal. (149, 150)   
Sexual function in the literature was found to be lacking. (19)  The one study that focused on the 
full range of male partners’ sexual function, reported sexual arousal as unchanged compared to 
the arousal of control men. (85)  De Graaff and colleagues also noted that other research (for 
example see Fernandez et al (28); Culley et al (9)) had shown male partners were burdened by 
endometriosis and their finding should be taken with caution.  Further, they acknowledge that 
male partners “more often to adjust the frequency of sexual intercourse than the control group 
partners” (85)(p7)  They posited that more subtle effects could occur than their testing regime 
had detected (85).  The loss of erotic focus, lack of being in-the-moment, and the lack of sexual 
cues may be the ‘subtle effects’ referred to by De Graaff and others.  
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Orgasm/ejaculation 
Given some men in the study had difficulties with arousal and erections, they could also 
encounter difficulties with orgasm and ejaculation.  Being preoccupied with the fear of pain, 
restricting arousal to avoid partner pain and not achieving sufficient arousal during non-coital 
sex, did affect sexual climax for some.  The presence of pain was a determining factor in the 
ability to orgasm/ejaculate, two men experiencing challenges.  Another man made a distinction 
between psychological (orgasm) and physical (ejaculation) functioning.  Whether these 
experiences were seen as a problem differed from participant to participant. 
Delayed ejaculation occurred in one man’s sexual experience, described as taking ‘too long’ to 
orgasm and ejaculate.  This coincided with a return to intercourse after many years of non-coitus.  
He suspected this was a result of training his erections to be less hard to minimise his partner’s 
pain when they were previously engaging in intercourse.  Subjectively he felt sufficiently aroused 
but it was insufficient to reach climax.  Given his return to intercourse was relatively recent, he 
may also have been worrying about hurting his partner.   
Another man encountered challenges to orgasm and ejaculation.  He was easily able to ejaculate 
if he was having pain-free intercourse.  The majority of the time however, he and his partner 
engaged in non-coital sex as for them, this was a more reliable and enjoyable way of being 
sexually intimate with no pain.  During those times, and despite his enjoyment, he was unable to 
ejaculate.  Perhaps sex of any description had become associated with caution or fear from 
earlier pain experiences.  It is possible his ‘memory’ of triggering pain during intercourse and 
having to be careful was enough to distract him from his erotic focus causing the delay, but the 
cause of his inability to climax was more likely due to his gaining insufficient arousal via non-
coitus.  Perhaps he and his partner needed to experiment with various sexual activities and 
intensities of activities to elicit a strong enough arousal for him to achieve orgasm.  Neither men 
however, were finding these “malfunctions” to be problems, so they cannot be termed a sexual 
dysfunction.   
The level of detail provided by these two men is not captured in the research.  De Graaff and 
colleagues’ quantitative study into men’s sexual functioning explored orgasm and ejaculation, but 
found no difference between partners of women with endometriosis and controls (85).  As 
previously mentioned, the researchers suggest more qualitative research might collect more 
nuanced data.   
Another man’s experience of orgasm and ejaculation is also subtly different.  He had no 
difficulty with reaching orgasm and ejaculation, but said the subjective quality of the orgasm and 
of the whole sexual act was (as described earlier), compromised by the position he needed to 
hold in order for his partner to have pain-free intercourse.  Further, as soon as intercourse is 
over his partner is invariably in great pain, another disincentive for both to want to engage in 
more frequent intercourse.  This is reflected in Pluchino and colleagues’ motivation/incentive-
based cycle of sexual response that argues repeated pain experiences paired with the absence of 
reward is likely to shift a couple’s sexual response “from desire to fear and avoidance”. (19)(p5) 
The endometriosis literature does not reflect the detailed experiences of orgasm and ejaculation 
provided by the men in this study.  One study specifically researched male sexual function in a 
context of endometriosis and reported comparable orgasm and ejaculation between male 
partners and controls. (85)  As discussed in relation to arousal above, the researchers urge 
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caution in overly subscribing to these findings.  The findings in our study require further 
investigation at two levels: one, to understand the phenomena more; and two, a population-
based study of men whose partners experience endometrial-related painful intercourse.   
The above examples show a variety of sexual responses experienced by men during intercourse 
and non-coitus, but the common feature is worry about inflicting pain on their partners which 
manifests itself in different ways.  The experiences of the men in this study do indicate the 
possibility of sexual dysfunction in men whose female partners experience painful intercourse 
due to endometriosis.  This mirrors a recent study into the sexual impact on the male partner of 
a woman’s PVD which reported increased prevalence of sexual difficulties. (86) 
Sexual satisfaction 
Sexual satisfaction varied among participants.  Lower satisfaction was reported by men who 
reported difficulty in adapting to painful intercourse.  In our study, despite the challenges of 
painful intercourse, two men valued their current sexual interactions more than previously; it felt 
more special to them.  These men engaged in modified intercourse.  Their accounts indicated 
that for them, sexual satisfaction does not always rely on the strictly sexual; it was a mixture of 
the physical, emotional and relationship elements.  Non-coitus was reported as being very 
satisfying for some participants.  Overall, participants spoke about the need for being creative in 
eliciting sexual satisfaction. 
When they are referring to sexual satisfaction, these men are articulating the importance of 
pleasure, as described by Johnson: “the authentic, abiding satisfaction that makes us feel like 
complete human beings”. (154)(p28)  Shared sexual pleasure, Tepper states, brings with it 
emotional connection and enhanced intimacy, despite the pain challenges. (155)  Tepper also 
references a possible analgesic effect in laboratory studies of sexual pleasure, as studied by 
Whipple and colleagues. (156)  Though this is beyond the scope of the current study, one 
comment by a participant references the analgesic possibility.  Tom said when his partner is fully 
aroused, she loses the pain and the pleasure takes over.  Sadly, he added, the pain returns once 
the modified intercourse is over and it is his job to support her with all she needs to alleviate the 
pain. 
Sexual satisfaction in the context of endometriosis is an aspect of sexual response that several 
researchers have explored.  Hammerli and colleagues’ (20) control study found the male partners 
of women with endometriosis were (very) satisfied with their sexual relationship though more 
male partners of women with endometriosis were unsatisfied than in control men, citing “their 
sexual problems more strongly interfered with relationship happiness than in partners of control 
women”. (20)(p1)  In De Graaff and colleagues’ study sexual satisfaction of male partners of 
women with endometriosis was reported as comparable to control partners. (85)  As with the 
other sexual response domains in their study the De Graaff team suggest the comparable 
satisfaction results should be cautiously viewed; more subtle effects may not be recognised by 
the International Index of Erectile Function (IIEF). (85)(p7)  In the current study, three men 
were unsatisfied with their sexual interactions.   
For the men in this study who expressed satisfaction with their sex life, they understood the 
challenges but had found modified coitus and non-coital sex rewarding.  The relationship 
dimensions of addressing the challenges also contributed to their sense of sexual satisfaction.  
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Pain during intercourse and fear of pain, can reduce a couple’s ability to focus on the erotic 
exchange, but satisfaction is also possible. 
Leeners encourages partners to modify their sexual relationship to avoid the avoidant behaviours 
that are generated by a woman’s painful intercourse. (72)  Consistent with this, it is possible that 
couples who reframe their sexual relating to include non-coitus are able to sustain a more 
satisfying sex life than those who rigidly adhere to intercourse as the only legitimate form of sex.  
Couples would be able to be in the moment, focusing on the erotic rather than on the fear of 
potential pain that occurs during intercourse.  In this study, the men who engaged in non-coitus 
were satisfied with their sexual relationship despite orgasm and ejaculation setbacks.  These 
malfunctions did not appear to have an adverse effect on their sexual satisfaction.  Two men 
were dissatisfied with their sexual relationship but not with the broader relationship.  Both were 
committed to their partners.  One couple no longer had a sexual relationship, though there were 
some recent developments that offered hope.  The other man engaged in a modified intercourse 
in which the physical modification caused him to feel emotionally isolated and distressed about 
his and his partner’s sexual loss.  The lack of diversity of men’s sexual experiences in this study 
meant the suggestion that couples who reframe intercourse to be non-coitus are more satisfied, 
could not be confirmed but could be useful to explore in further qualitative studies. 
Relationship Dimensions of Painful Intercourse Due to Endometriosis 
There are many reasons why painful intercourse in a context of endometriosis impacts on 
intimate heterosexual relationships.  The first consideration is that endometriosis is a chronic 
condition, with no cure.  Treatments yield variable results.  Further, time from initial symptoms 
to diagnosis can be multiple years, so couples can be living with the uncertainty of an 
undiagnosed and even medically trivialised, condition.  In this study, as a measure of how 
disruptive not having a diagnosis was, one participant said the diagnosis was the biggest thing 
from his perspective.  Not knowing can cause women and their partners to doubt the genesis of 
her pain.  The male partner can take it personally and he can struggle to support his partner. (28)  
He can disbelieve her as health professionals fail to provide answers or he can choose to team up 
with her to advocate on her behalf for a timely diagnosis and more effective treatments. 
Partnered women with endometriosis rely on their partner for support.  Studies show that in the 
heterosexual context, male partners can be a woman’s best ally. (60, 34, 63)  The experience of 
pain can be mediated by a partner’s reaction to the pain. (1, 17, 56,62, 63,135,136)  That means 
his reactions can alleviate or exacerbate her pain experience.  Painful intercourse due to 
endometriosis challenges the best of relationships.  Fritzer and colleagues conclude their study 
into women, asserting painful intercourse “in most cases confers a severe impairment of sexual 
function, relationship and psychological wellbeing in women affected by endometriosis”. 
(11)(p386)  It is unsurprising that male partners struggle. 
The sexual nature of painful intercourse makes it difficult for many couples to successfully 
discuss the sexual challenges. (11, 12, 65)  The intimate nature of painful intercourse makes it 
embarrassing for couples to broach with their doctor, and many doctors in turn feel ill-equipped 
to assist couples. (1)  Male partners can feel responsible for triggering the pain. (75)  Women can 
feel responsible for not being able to tolerate the pain and for upsetting the couple’s sex life. (75)  
Male partners want the sense of connection they experience during intercourse but feel selfish 
raising their own needs with their very ill partner. (75)  The relationship dynamics can get very 
murky.   
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Men have been identified as having difficulty coming to terms with the constancy of the 
condition. (31)  When the chronicity is joined with delay in diagnosis, living with multiple pain 
symptoms that characterise endometriosis, can be challenging.  One man expressed the conflict 
he felt about wanting to be supportive and needing some light at the end of the tunnel.  Health 
professionals who understand this tension can help couples adjust to living within new 
boundaries.  The man and his partner sought support from a sex therapist who helped them 
explore non-coital sexual activities.  That experimentation was the light he had needed.= 
Coming to terms with the need to change 
If a couple wants a sex life, intercourse that is painful demands change, though acceptance of the 
need to change can take time, as noted by Culley and colleagues. (9)  Change may be dependent 
on the diagnosis as without one, couples can think the pain will go away if only they try harder.  
One participant took a long time to realise endometriosis was not a temporary condition that 
would go away.  Even at that point he said he and his partner were stuck in relation to 
negotiating a sex life, with arguments that left him feeling unattractive and selfish, causing 
discord in the relationship.   
Change may depend on the relationship and how easy it is for the couple to talk about things 
sexual.  Studies show the sexual conversation within a couple with endometriosis can be 
challenging. (11, 12, 65)  Some men in this study never found a way through the sexual impasse 
and remained stuck.  Others report adjusting the intercourse position and the type of movement 
and found this was enough to minimise their partner’s pain and facilitate her pleasure.  Some 
shifted to non-coitus, while others let go of the hope of maintaining a sex life, unable to even 
engage in affectionate touch, for fear it will lead to intercourse. 
Expressions of affection 
When intercourse is painful, one or both partners will want to avoid the pain.  Part of that 
avoidance can sometimes be reducing touch in the relationship, as it might lead to arousal and 
the desire for intercourse.  Several researchers note the reduction in affectionate touch.  In 
Denny and Mann’s qualitative study one woman would avoid sexual touch for fear it would lead 
to painful intercourse.  She also avoided affectionate touch. (8)  Brown observed an ‘all or 
nothing’ approach in some couples that can lead to a loss of affectionate touch. (16)  Culley and 
colleagues described how for some couples sexual relations had become so much of a minefield 
that they avoided physical contact altogether. (9)  Affectionate touch can get swept up in 
avoidance and couples can feel as though they are living as flatmates rather than intimate friends.  
Depending on the couple, this may or may not be a problem.  Brown reported a woman longing 
for the comfort of ordinary touch. (16)  Touch can be a great comforter. 
Many couples retained affectionate touch to the benefit of sexual satisfaction and relationship 
satisfaction.  The use of touch needs to be flexible in its application as some women developed 
pain on sexual touch, or any touch.  This then impacts the role touch plays in the relationship.  
Where touch was no longer part of the relationship, male partners reported greater physical and 
emotional distance.  There can also be a double bind:  the need for touch can be greatest when 
experiencing pain, yet touch can bring on pain.  A complication which warrants further 
exploration in these relationships where endometriosis is present).   
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Partner support of woman 
Researchers have identified that the male partner is a woman’s greatest ally, in the context of 
endometriosis and painful intercourse in heterosexual relationships. (60, 34, 63)  How her male 
partner responds to a woman’s painful intercourse can impede or enhance his ability to support 
her.  The research suggests men support their partners in practical and emotional ways as well as 
endometriosis-specific ways.  Some men recognised the support they had provided had 
improved their relationship by making them better listeners. (60)  Participants joined their 
partners in information gathering about endometriosis, often working as a team.  Men were a 
comforting presence, sometimes just listening and not trying ‘to fix it’.  They also participated in 
the problem solving of painful intercourse.   
Men in this study reported reduced frequency of intercourse initially caused them to experience a 
‘disconnect’.  For these men sexual engagement with their partner helped them feel not only 
sexually connected but also emotionally connected.  Men seeking emotional connection via sex 
has also been noted by McCarthy and Metz though they add that sexuality for men and women 
involves desire, pleasure and satisfaction. (153)(p31)  Understanding what being sexual means to 
an individual can help them understand their reaction, as explained by Shaw. (157)  This was 
particularly the case early in the painful intercourse history and in the absence of a diagnosis.  At 
this time of uncertainty some men appeared less able to support their partners.  For example, a 
reduction in sexual frequency led one man to initially feel disconnected from his partner.  Their 
good communication resolved the impasse and they went on to build a flexible approach to 
sexual intimacy that evolves and insulates them as symptoms evolve.  One man’s partner had 
recently developed pain post orgasm, in addition to experiencing painful intercourse.  This 
would test their flexibility and creativity.   
Two men provide the ‘aftercare’ their partners need when they experience pain post intercourse 
or post orgasm.  Instead of viewing the post intercourse activity as a chore, they have positively 
reframed it as an opportunity for further connection.  It was reported as a signal for the male to 
engage in soothing activities.  The post-coital soothing enriched the couple sexual experience, 
lengthening it.  The use of soothing activities post-sexual play was incorporated into their usual 
sexual repertoire.   
In the endometriosis research, aftercare is not mentioned.  Aftercare is common to some sexual 
practices like BDSM practice.  It is not the presence of pain which brings these two very 
different aspects together, it is the possible impact on the receiving partner.  Aftercare is 
described as attending to the physical and psychological needs after a ‘scene’ that might have left 
one or both parties feeling destabilised (158)(p21).  Extending intimacy has played a positive role 
in the relationships of participants in Ussher and colleagues’ research on cancer and sexuality 
(146).  The practice of aftercare is an additional and simple measure that could benefit many 
couples where the woman experiences pain due to endometriosis.   
Men take responsibility for the couple sexual wellbeing 
Research into heterosexual women with endometriosis report women feeling grief, sadness, 
inadequacy and guilt (33) at letting down their male partners when it comes to their sex life.  
They blame themselves and can also isolate themselves. (9)  Women worry their partner might 
go elsewhere for a less complicated sex life.  They know misunderstandings around painful 
intercourse generate arguments (10, 159, 77,139).  Women tolerate intercourse pain to be close 
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to their partner or because of a reluctance to lose another aspect of their life to endometriosis. 
(8)  They try to conceal the pain for the good of the relationship, (9, 69) with paradoxically 
negative effects on the relationship long-term, as the longer the concealing goes on, the harder it 
is to discuss the pain. (20)  In other words, women can take on the responsibility for the sexual 
wellbeing of the relationship. 
While Cox and colleagues (139) encouraged women to take charge of living with endometriosis, 
some of the male partners in this study attempted to remove the burden of painful intercourse 
from their female partners by taking more responsibility for the sexual wellbeing of the 
relationship.  In collaboration with their partners, three men in this study, showed leadership 
around the sexual situation, for instance, one man, when his partner started using dilators or 
trainers to address the vaginismus she had developed, recognised the dilation process can be 
arduous and suggested a reward system for the effort his partner expended.  His involvement 
was also an opportunity for the couple to find sexual meaning in the dilation rather than only 
focusing on “objective, behavioral and physiological achievements and performance”. (146)  
Both partners were part of a process of giving and receiving pleasure.  As a result, his partner 
maintained a sense of herself as a sexual being with sexual feelings, as opposed to ‘shutting 
down’ her sexuality, reported as happening to some women with PVD. (86) 
Another man showed the value of turning a negative into a positive.  When his partner 
experienced pain after intercourse, he would comfort her afterwards.  This proved to be so 
enjoyable, they added it to the times their sexual interaction was pain-free.  The aftercare 
extended the sexual interaction and their pleasure, similar to Ussher and colleagues’ findings with 
people with cancer and sexuality. (146) 
Taking the lead in the sexual conversation can be a delicate balance between showing empathy 
and self-centredness.  Men in this study were acutely aware of this tension.  Those who managed 
the process had developed their communication skills.  This made all the difference.  Could there 
be a place for the male partner to value-add by taking the lead when it comes to the sexual side 
of the relationship? 
Communication 
Communicating clearly about painful intercourse is an obvious solution for couples trying to find 
their way through the barriers to sexual intimacy.  As previously mentioned, communication 
complications however, between couples is a common occurrence in endometriosis. (11, 12, 67)  
The diagnosis delay is partly responsible for the miscommunication as couples experience 
frustration as to the causes of symptoms.  The lack of effective treatments is exasperating, and 
male partners can be challenged by the enduring nature of the condition. (32)  Taboos around 
serious discussion about things sexual together with limited informational resources, make the 
communication exercise tricky.  Culley and colleagues’ reported differences in participant-
couples’ communication.  Some communicated frequently and well, others worked to improve 
their communication skills and yet others had much more difficulty communicating (75). 
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The isolation of challenging intercourse 
Men were isolated in terms of support for their attempts to adjust to their partner’s painful 
intercourse.  They had not found information to help them navigate the sexual challenges.  As 
summed up by one participant, “there’s not that sort of open discussion about it [sexuality].”  
This is consistent with the findings of other research into male partners of women with 
endometriosis. (60)  Men were dealing with a threefold challenge: firstly, despite advertising and 
the media’s love affair with things sexual, when it comes to serious and realistic public discussion 
about sexual difficulties, it is notably absent. (147)   
Secondly, there are unwritten customs that prevent couples from confiding in others about their 
sex life.  And finally, the implicit standard of normal sexual functioning (147) is that it consists of 
penis-in-vagina intercourse.  Anything less can be viewed as inferior and you are missing a sexual 
experience to which you may feel entitled. (147)  Add to these obstacles the characteristics of 
endometriosis including diagnosis delay and inadequate treatments including often multiple 
surgeries, and a reluctance by medical professionals to discuss painful intercourse, (1) it is 
understandable that couples struggle with sexual intimacy and men talk about their isolation.   
Some couples were successful in meeting these challenges despite the lack of available 
informational resources.  In the present study men reported success when approaching the 
challenge (of finding information) when they showed empathy (to their partner) and took a 
leadership role.  Given the men’s search for information and support, a resource in which men 
can share their challenges, trials and successes may help men feel less alone and connected in 
their quest and therefore relationship.  
Communication about things sexual 
Communication about sexual matters can be complicated as people can take sexual comments 
personally and react defensively (134).  Not only are things sexual difficult for some to articulate 
but when one’s partner has an illness that impacts on sexual function, it is difficult for the well 
partner to raise their own concerns.  Communication was identified as being important to 
address this situation.  Culley and colleagues (60) report tension in terms of men acknowledging 
their dissatisfaction with the impact of endometriosis on sexual intimacy, while also not wanting 
to be seen to blame their partner or be seen as selfish or unreasonable.  However, without 
navigation of this emotional roller coaster, the unaddressed tensions can dominate and erode the 
relationship, manifesting in passive aggressive comments 
The importance of communication is further highlighted at the breakdown of communication, 
when men begin to experience anxiety to their partner’s painful intercourse. (16)  Culley and 
colleagues report this in terms of male partners becoming hesitant and reluctant to initiate 
intercourse. (60)  Men may struggle to find the language to express their fear and report 
avoidance in talking about things sexual with their partners.  Yet healthy relationships rely on, 
among other elements, “the ability to communicate with and influence your mate”. (153)(p174)  
In acknowledging the communication difficulty for couples for whom endometriosis and painful 
intercourse is a problem, (11, 12, 67) Hammerli and colleagues recommend sexual counselling. 
(20)  
  
 
 
81 
Health professionals and sexual communication 
Health professionals have a duty of care to look after their patients.  Despite painful intercourse 
being a common symptom of endometriosis, (85) participants reported multiple health 
professionals who were not comfortable, or did not, raise sexual matters with their patient.  Butt 
and Chesla, also reported some health practitioners were not comfortable discussing sexual 
matters. (63)  Fritzer and colleagues alert health professionals to the “fact” that “sexuality, 
especially impaired sexuality, is often a shameful topic”.  The topic needs to be sensitively raised 
(11)(p6).  Culley and colleagues’ recommend healthcare practitioners include a focus on sex and 
intimacy during their consultations (9)(p35) and Hammerli and colleagues urge health 
professionals to address sexual matters in their consultations “to ameliorate any current 
difficulties and to prevent the development or aggravation of sexual dysfunction”. (20)(p2)  
Couples in Butt and Chesla’s study said they would be “relieved and feel supported” if the sexual 
impacts were raised at medical appointments. (63)(p583)  The need for practitioner comfort with 
discussing sexuality and to raise sexuality as a topic has been confirmed and reiterates these 
findings. 
While some researchers have encouraged women to be more assertive about getting the 
information they want from health professionals, (32) this is no easy task when a woman is 
demoralised after struggling for years with dismissed symptoms.  It is however an opportunity 
for the man to step up and support his partner and, as a team, broach the painful intercourse 
problem with the health professional.  In Young and colleagues’ paper on endometriosis and 
clinicians’ perceptions, they mention one gynaecologist inviting the male partner into the 
consultation to help him better understand endometriosis and painful intercourse. (1)  This was a 
rare occurrence among the health professionals Young and colleagues studied and confirmed by 
the men participating in this study. 
Whether the clinician is a general practitioner or gynaecologist or an allied health professional, 
they have a duty of care to identify problems associated with a medical condition, even if the 
problem is embarrassing or they have little knowledge or training in the area.  They have an 
obligation to equip themselves with the networks so they can point their patient in the direction 
of supportive resources.  This is even more important in a condition that has no cure and 
treatments have varying success. (1) 
Men seek information 
Male partners in other studies have recognised the need for information about endometriosis 
and its effects as well as seeking avenues for support. (60)  In this study male partners revealed 
their extensive efforts for information.  Participants sought information from online fora (for 
example, Reddit), informative articles on techniques for sexual intimacy outside of intercourse, 
and they approached community-based endometriosis organisations that offer online and face-
to-face support to women (and couples) with endometriosis.  Community groups play an 
important role in providing information and connecting individuals with endometriosis and their 
partners, but male partners may not feel they are entitled to use the resources if they seem to be 
more focused on the woman.  Supporting men in their search and access of information can 
contribute to better relational sexuality.  
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Interview as ‘therapy’ 
While the study interview was not designed to be a therapeutic vehicle, for some men it was, as 
they experienced insights in the very telling of their story.  Brown (16) noted the act of 
interviewing “was a form of intervention and encouragement to talk” (p166) and this was true 
for men in this study.  Some men gained information about other men’s reactions that reassured 
them their experience was not atypical.  The interview was the first time for some men to 
express their concerns and this is consistent with Culley and colleagues’ (9) findings.  Their 
reactions indicated how alone they were in their struggle to support their female partners and 
maintain sexual intimacy in the face of the rigors of endometriosis and painful intercourse.  
Men’s openness in the interview demonstrated a willingness to take on information about 
adjusting to the new sexual reality, if it were presented in an accessible way. 
What’s worked 
Each man interviewed for this study was invited to say what positives he thought he had gained 
from his life with a partner who had endometriosis and experienced painful intercourse.  And 
finally, he was asked to state what he would share with another couple new to endometriosis and 
painful intercourse.  Men’s responses reflect their own struggles and form a map of what they 
believe was important to them.  That said, everyone’s experience is subtly different but it is 
hoped that other couples may find something in the men’s reflections to help chart their course.  
The positives 
Participants reported they had grown personally through living with and supporting their 
partners with endometriosis and painful intercourse.  This is consistent with the couples 
interviewed by Brown and Culley and colleagues (16, 75, 60).  For some men in the current 
study, a significant part of this growth came from having learned to better communicate and 
develop a diverse range of coping skills allowing relationships to grow to together (as opposed to 
apart).  This is consistent with what the couples interviewed by Brown and Culley and colleagues 
(16, 75, 60), in which couples spoke of their relationship growing stronger and closer.  Some 
men had educated themselves about endometriosis and chronic illness, similar to one of the 
women Brown interviewed who advised couples to become better medical consumers by 
educating themselves about endometriosis (16).  thought he had gained from having to be more 
careful during intercourse.  This was not the case for others in this study.  Nor was it the case for 
men in Brown’s research who were distracted from their erotic focus by having to be careful. 
(16)(p127) 
These findings confirm Brown’s research with heterosexual couples who said their relationships 
had improved overall, partly because of the way they worked as a team on endometriosis 
challenges. (16)  Other researchers had found couples’ relationships had strengthened by facing 
the endometriosis challenges together. (9, 28)  These findings are important as they can give men 
and couples the confidence to adapt to the challenges of endometriosis and painful intercourse.  
The message of hope also came from the participant who acknowledged the lows he and his 
partner had experienced but even though he thought they had a long way to go to restore their 
sexual relationship, he thought his partner’s surgery had been an opportunity to reset their 
relationship. 
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Strengths and Limitations 
A woman’s painful intercourse in endometriosis and the sexual impacts on the male partner is 
the subject of this study and it is the first qualitative study to take this sole focus.  Several 
quantitative studies have investigated a sample of women with endometriosis and their male 
partners, but not separated out couples where women experienced painful intercourse due to 
endometriosis. (6, 20)  Qualitative studies took either a couple approach to painful intercourse 
(16) and pelvic pain, (63) or the male perspective of living with endometriosis generally. (28, 60)  
Hudson and colleagues applied the concept of biographical disruption to heterosexual couples 
living with endometriosis. (84)  We were interested in the impacts of the woman’s painful 
intercourse on the male’s sexuality, his sexual wellbeing, his sexual functioning.  We also wanted 
to know how those impacts might have translated into his support or lack thereof for his female 
partner.  The findings we hoped, will add to the growing focus on the well partner, better 
supporting him, better supporting the relationship. 
A strength of this study is the sub-focus on the impact of painful intercourse on the couple’s 
non-coital sexual activities and affection.  This is an important direction to explore in a context 
of painful intercourse as if the couple can refocus on non-coital and affectionate activities, sexual 
intimacy may be preserved.  In a culture in which the coital imperative is strong, (146) more 
evidence that couples are successfully adopting non-coitus gives other couples permission to 
experiment.  The findings in this research support previous research that explored this sexual 
alternative. (9, 16, 20) 
Two issues around the recruitment phase of the study bear mention as they are a strength and a 
weakness.  In seeking participants for this study, we invited male partners currently in a 
relationship with a woman with endometriosis who also experienced painful intercourse.  As 
such, the men who responded to the invitation could be seen as survivors of the travails of 
endometriosis and painful intercourse.  Their relationship had not broken down.  They were not 
ex-partners of women with endometriosis.  This is a strength in that their insights can help 
others understand what it takes to make an enduring relationship under such circumstances.  On 
the other hand, interviewing male partners whose relationship had ended due to endometriosis 
induced painful intercourse, could reveal different insights into the sexual impacts on the male 
partner.  Other studies have reported relationship discord and breakdown in endometriosis 
couples. (64, 77)  Interviewing the well partner in a female same sex relationship could also 
provide a different perspective, enriching the resources to help others. 
The second issue at the recruitment phase was the adverse publicity the topic of the study 
attracted.  Opposition to the study began on 30 May 2017 in social media.  The next day The 
Guardian newspaper published an opinion piece opposing the premise of the study, and a 
woman who has endometriosis lodged a formal complaint with the University’s Ethics 
Committee, regarding the study protocol (text of complaint at Appendix J).  The strength of the 
publicity was that it attracted more male participants to the study.  The shortcoming was the 
stress it put on the lead researcher.  On 5 November 2018 the Ethics Committee Chair reported 
“there was no breach of your ethics protocol”. (see Appendix K) 
It is useful to consider whether different wording of the flier might have avoided such intense 
media scrutiny.  Wording that embedded the study into more of a relationship context, 
consistent with family systems therapy whereby “the development and behavior of one family 
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member is inextricably interconnected with others in the family”, (160)(p404) may have been 
perceived as less confrontational and avoided the scrutiny. 
It is interesting to note that a UK research team from De Montfort University, in the lead up to 
the publication of their journal article titled “A qualitative study of the impact of endometriosis 
on male partners” (60) sought media training after the Australian experience.  However, that 
article attracted no adverse media attention. (161)  Further, two related journal articles appeared 
and have also escaped media critique.  The Australian study by Ameratunga and colleagues titled, 
“Exploring the impact of endometriosis on partners” (6) was published contemporaneously with 
the media reaction to this study.  A Google search reveals it escaped media criticism.  In 2018 a 
Swiss article was published that focused on the male partner titled, “Does Endometriosis Affect 
Sexual Activity and Satisfaction of the Man Partner? A Comparison of Partners From Women 
Diagnosed With Endometriosis and Controls”. (20)  According to one of the researchers, 
Professor Brigitte Leeners from the University of Zurich, this article also received no adverse 
publicity (162). 
While it is easy to get drawn into the negative opinions the study topic attracted, the strengths of 
the results that add to the knowledge about sexuality and relationships in endometriosis is a key 
strength of this study.  The male partners had struggled to find material that would support them 
in adjusting to the sexual challenges.  It is hoped this study has sensitively handled their words 
and will disseminate the results in an accessible way. 
Chapter Summary 
In this chapter the results of the study into the sexual impacts on the male partner in a context of 
his female partner’s painful intercourse due to endometriosis were discussed.  It is here that the 
nuances of the men’s sexual and relationship adjustments are explored.  Men in this study were 
guided by their female partner’s sexual pleasure.  If they were not being pleased, the men would 
also not feel sexually satisfied.  Adjustment to painful intercourse included modified intercourse 
(despite the impacts on being ‘in the moment’), non-coitus, and no sexual engagement at all.  
The pressure of the coital imperative was identified and one woman was reported as putting 
pressure on herself for intercourse (painful intercourse), even though the couple enjoyed non-
coitus.  Some men took responsibility for building sexual intimacy in their relationships.   
Subtle changes in men’s sexual response were discussed including changes to desire, arousal, 
orgasm and ejaculation.  These changes were not always viewed negatively.  Some men, for 
instance, described their sexual satisfaction as not objectively high, but subjectively they valued 
their sexual interactions, despite the changes.  Relationship and communication processes had 
given their sexual engagement a deeper meaning.  Sexual identity was another aspect of sexuality 
that was adversely affected in two men.  Support for the sexual challenges did not come from 
medical professionals, nor did men find written material to help.  Some men sought counselling 
and found it to be helpful.  Chapter 7 will conclude this dissertation. 
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Chapter 7: Conclusion 
In couples where the woman has endometriosis and experiences painful intercourse, the challenge 
for both members of the couple is how to avoid pain and maintain sexual intimacy.  The focus of 
this research is on the sexual impact on the male partner and whether his exposure to his partner’s 
reactions during painful intercourse might result in sexual distress and/or dysfunction for the man.  
Men’s sexual wellbeing is an element of the broader relationship and the relationship is a key 
enabler to better health related quality of life for a person living with a chronic condition. (17, 18, 
163)  
In this qualitative study of nine men aged between 24 and 42, their sexual wellbeing was adversely 
affected and some men experienced changes to their sexual functioning.  When the couples found 
positive ways to address these impacts, sexual intimacy not only continued, it flourished, and 
relationships strengthened.  The opposite also occurred.  This research confirmed previous 
findings and broke new ground in terms of investigating and documenting men’s insights and their 
approaches.   
Sexual Wellbeing Challenges 
One of the first challenges to a man’s sexual wellbeing mentioned in the literature is reduced 
frequency of intercourse. (6, 8, 16, 60)  Men differed in whether reduced frequency of “sex” 
(unclear whether “sex” referred to just intercourse) was a problem or not, and men spoke of 
accepting the situation or learning to live with the new norm. (60)  De Graaff and colleagues also 
found men “adjusted” the frequency of intercourse. (85)  This was a puzzling finding.  Did the 
men reduce the frequency or did they adjust to the woman’s reduction of frequency?  Either way, 
establishing what this meant to the man was a question left hanging.   
In this study, men cared less about the numeric reduction in sexual frequency, and more about the 
meanings they attributed to reduced intercourse.  Several men talked about an emotional 
disconnect they felt with reduced frequency of intercourse.  This became a recurring theme in the 
men’s accounts of the impacts on their sexual wellbeing.  They also valued their partner 
experiencing sexual pleasure over frequency, confirming McCarthy’s statement about the 
functions of sexuality as “a shared pleasure, a means to deepen and reinforce intimacy, and a 
tension reducer to lessen the stresses of life”. (164)(p11)  The significance of men’s emotional 
connection and their focus on their female partner’s sexual pleasure are new insights that add to 
the understanding of the sexual impacts on male partners.  Further, these insights might break new 
ground in understanding men’s capacities to resist the coital imperative, when they are faced with 
challenges in their heterosexual relationships.   
Men wanted their partner to experience sexual pleasure for her own sake and this determined the 
form of their sexual relating.  Whether they adopted a modified intercourse or non-coital 
expression, avoiding pain and enhancing their partner’s pleasure was tantamount.  Men may also 
have recognised that if their partner was not feeling sexual pleasure in their interaction, men too 
would be distracted and their pleasure would also be adversely affected.   
There was however, a more subtle way reduced sexual frequency impacted.  Sexual reduction in 
the absence of a diagnosis easily led to misinterpretations among several couples, confirming 
previous study findings. (8, 9)  We know from previous research that women in a heterosexual 
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relationship count on their partner to be their greatest support. (16, 64)  With communication  
about things sexual known to be difficult in a context of endometriosis, (11, 12, 67) it is not 
surprising reduced sexual frequency can create a constellation of sexual and relationship 
difficulties, as it did for some men and their partners in the absence of a diagnosis, the men 
reporting isolation and tension.  
Despite communication challenges, some of the men in the study did manage to talk with their 
partners about the effects of painful intercourse and experimented by modifying intercourse 
positions, confirming research that a positional change can facilitate more comfortable intercourse 
in some women. (8)  The goal was intercourse that minimised their partner’s pain and enhanced 
her pleasure.  However, having to adopt a different sexual position and be more careful could also 
distract the man from his erotic focus.  There were surprising results. 
Sexual satisfaction could be seen through a lens of objectivity or subjectivity.  Some men 
recognised their sexual interactions could not be classed as objectively satisfying but for them, 
subjectively speaking, they were satisfying.  Some said they valued their sexual interactions more 
than they had prior to painful intercourse.  They were speaking of the ‘connection’ communication 
and other relationship dimensions including problem-solving, had forged.   
Another man’s experience of modified intercourse was different.  Objectively speaking his sexual 
functioning ‘functioned’.  However, the sexual interactions were rare and the intercourse 
modifications lacked physical intimacy.  Overall, the experience for him was ‘quite deeply 
unsatisfactory’.  As McCarthy observes, (164) he was physically aroused enough to be functional, 
but he was not happy with the intimacy.  
These examples extend our knowledge about modifying intercourse positions by providing greater 
nuance about the process.  Knowing the difference between objective and subjective satisfaction 
and that subjective can balance out the objective deficits, is a useful piece of information for men 
and couples, finding their way through the maze of sexual intimacy in the context of painful 
intercourse and endometriosis.    
Some men replaced painful intercourse with non-coital sexual expression and found it highly 
satisfying.  Their partners achieved the goal of experiencing sexual pleasure and there was minimal 
risk the partners would encounter pain.  The men did not have to worry about causing pain.  
Others engaged with non-coital sexual activities and found them generally satisfying but second 
best.  This finding confirms the value of expanding one’s sexual repertoire, but also that it is not a 
‘one size fits all’ answer.  Couples and health professionals supporting them should also be aware 
that endometriosis grows and can cause additional and different pain to a woman’s sexual 
response.  One woman who had formerly enjoyed non-coital relations developed pain on arousal: 
a further challenge to sexual intimacy.   
Three men had stopped initiating sexual interaction and for two this had impacted on their sexual 
identity.  The stress and guilt one man experienced about the pain intercourse could cause 
translated into his being reluctant to instigate sexual relations.  The fear of causing his partner pain 
and the memory of times when she had unexpectedly bled, had caused what Brown and others 
termed “anticipatory anxiety”. (9, 16)  His reluctance and inability to speak about his feelings 
caused relationship discord.  The other two men who had ceased instigating any form of sexual 
interaction with their partners, culminated in no sexual interaction for one and minimal for the 
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other.  While both expressed threats to their sexual identity, one man in particular thought he had 
lost his sexual identity.   
For some men, affectionate touch had also been impacted by painful intercourse.  This is 
consistent with the research. (20)  In my study the men for whom affectionate touch had been 
lost, expressed greater loneliness than the men whose relationship included affectionate touch.  
Affectionate touch could balance out the losses incurred in painful intercourse.  
In summary, the impacts on men’s sexual wellbeing include the following: 
1. Sexual intercourse frequency is reduced.  This confirms previous research. 
2. Some men feel emotionally disconnected due to reduced frequency of intercourse - this is 
a new insight.  Being able to identify the emotional need can create an opportunity for 
couples to build emotional connection via sexual behaviours that are comfortable or 
broader relationship intimacy. 
3. Some men focus on helping their female partners build their own sexual pleasure.  This 
insight offers hope to women who fear painful intercourse has ended their sexual life.  
4. Some men resist the coital imperative.  Men who refuse to engage in intercourse that causes 
their female partner pain is painful are giving her two clear messages.   One is she should 
not tolerate pain for their sexual pleasure.  Secondly, the men do not experience sexual 
pleasure when she is in pain.  This is a new insight.  
5. Some men cease instigating sexual activity.  This confirms past research and can mean the 
couple has been unable to negotiate non-painful sexual intimacy.  
6. For some men the loss of sexual instigation can adversely affect their sexual identity (a new 
insight). 
7. Modified intercourse via positional change and/or reduced vigour can reduce pain 
associated with intercourse and restore sexual intimacy.  The detailed conversations 
between the couple also builds relationship.  This confirms past research. 
8. Non-coital sexual expression, similar to modified intercourse can restore sexual and 
broader relationship intimacy.  This confirms past research. 
9. Not all men find non-coitus satisfying (a new insight).   
10. Anticipatory anxiety impacts some men's sexual wellbeing.  This confirms past research. 
11. Affectionate touch can be impacted and a combination of reduced/no sexual activity can 
leave men feeling lonely and isolated in the relationship.  This confirms past research. 
12. The maintenance or building of affectionate touch can balance the loss of sexual intimacy.  
This is a new insight and offers couples who struggle with painful intercourse an alternative 
physicality. 
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Sexual Function Challenges 
Pluchino and colleagues’ performed a systematic review of the literature and recommended that 
“overall sexual function and quality of the relationship with the partner are often under-
investigated” in the endometriosis context. (19)(p2)  Two recent quantitative studies investigated 
the sexual function of male partners of women with endometriosis, finding the impacts on men 
varied. (20)  Almost all male partners studied by Hammerli and colleagues (20) reported 
experiencing changes in sexuality.  Compared to control partners, more male partners were not 
satisfied with their sexual relationship.  That said, the majority of male partners reported being 
sexually satisfied.  In De Graaff and colleagues’ study, (85) they reported male partners of women 
with endometriosis had “comparable sexual functioning” with control partners.  Our research 
found men’s sexual functioning was adversely affected.  Erections were harder to maintain during 
painful intercourse or if men feared pain was possible, one man saying it ‘killed’ his arousal.  
Ejaculatory changes were noted; one man who was sexually interacting non-coitally experienced 
changes to their ejaculatory functioning.  Men also spoke of their attentional capacity or ability to 
be ‘in the moment’ during their sexual interactions.  This was a new contribution to our 
understanding of the impacts on the male partner.  
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A factor mentioned by men who were engaging in modified intercourse, was their ability or not, 
to stay ‘in the moment’ or attend to their erotic focus.  De Jong’s research (149) points to the 
important role attentional processes play in human sexual response, and yet other factors may also 
be in play when examining the elements of a satisfying sexual encounter.  Similar to the men in 
Brown’s study, (16) the men in my study also talked about the need to be careful and constantly 
think during modified intercourse.  Whether this distracted them from their erotic focus differed 
from man to man.  If their partner experienced pain during intercourse, men would lose their 
arousal or at least it would be compromised.  Other men identified that in modified intercourse, 
they were unable to lose themselves ‘in the moment’ but other factors meant they were satisfied 
with the interaction.  Relationship dimensions and their partner’s pleasure meant they now valued 
more the interaction.  
The exploration of how well a man can maintain his erotic focus or stay in the moment, is 
interesting in the context of painful intercourse in endometriosis.  The actual or fear of unwanted 
pain is potentially a major distraction to the man, and yet mediating factors can modify the 
distracting effects.  In the case of some of the men in this study, it seemed relationship factors 
including good communication played a role, as did the man’s desire to adjust his sexual 
movements to enable his partner’s sexual pleasure.   
In summary, the impacts on men’s sexual functioning include the following: 
1. Some men experience desire, arousal (erectile) and ejaculatory changes.  This new insight 
illustrates the importance of offering couples the opportunity to explore the implications 
of painful intercourse on both partners.  
2. While for some men sexual functioning changes were a problem, for others the changes  
were not.  This was a new insight and illustrates how counterintuitive human sexual 
behaviour can be.   
3. Attentional deficits or ability to stay in the moment during modified intercourse can reduce 
a man's sexual satisfaction.  This new insight points to the importance of offering couples 
the opportunity to discuss their sexual experiences and explore options.  
4. For some men reduced objective satisfaction was ameliorated by increased subjective 
satisfaction brought about by relationship processes.  This was a new insight and again 
illustrates the value of encouraging couples to be open to all intimacy options.   
Positives from Living with Painful Intercourse 
Men spoke of sexual and relationship gains they thought had been generated from the ways they 
dealt with their partner’s painful intercourse.  Some men discovered the value of aftercare, a 
soothing practice adopted from BDSM practice1.  Initially employed after a painful sexual 
episode, the couples found they enjoyed how the aftercare extended the time they were sexual 
 
1 BDSM – ‘bondage and discipline, “sadomasochism” or dominance and submission’(165)Richters J, De Visser RO, 
Rissel CE, Grulich AE, Smith AM. Demographic and psychosocial features of participants in bondage and 
discipline,“sadomasochism” or dominance and submission (BDSM): Data from a national survey. The journal of 
sexual medicine. 2008;5(7):1660-8. 
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and was incorporated into every sexual encounter, whether painful or not.  Extending the time 
they were being sexual also extended their pleasure, a plus for all involved.  Extending intimacy 
has played a positive role in the sexual relationships of couples living with prostate cancer. (146)  
Some men took the opportunity painful intercourse provided, to step up and take responsibility 
for ensuring sexual intimacy was built and maintained in their relationships.  While Hudson and 
colleagues discussed a similar process called biographical reappraisal, (84) I believe the men in this 
study who took on this responsibility did more than reappraising the sexual intimacy in the 
relationship.  They actively relieved their partner from feeling guilty or responsible for upsetting 
the couple’s sexual intimacy by supporting her in her attempts to enable sexual intimacy.  They 
also stayed firm in their position that sexual pleasure, their female partner’s sexual pleasure, was a 
key focus, and experiencing pain during intercourse was not an option.  Not for their partner.  Not 
for themselves.  This stepping up has the capacity to free women to experiment sexually.  It builds 
intimacy.   
In summary, the positives for male partners include the following: 
1. A new insight was gained from some men who applied 'aftercare' to soothe pain post 
painful sexual interaction, extending their and their partner's sexual pleasure. 
2. Some men 'stepped up' and took responsibility for building intimacy in the relationship.  
This is potentially a gift to their partner who may feel the pain she experiences is  
responsible for disrupting the couple's sex life.  This was a new insight.   
Support of Men 
Consistent with the findings from other studies, all men had difficulty finding resources to help 
them and their partners find ways to build sexual intimacy in the face of a woman’s painful 
intercourse.  They would have appreciated health professional interest and guidance, but consistent 
with the research, most medical practitioners had not enquired about painful intercourse despite 
it being a common symptom of endometriosis. (1, 6, 60)  Men would have appreciated ready access 
to literature online.  Some had sought counselling from sex therapists and found it helpful.  Mostly, 
men and their partners muddled through alone but some men were emotionally isolated from their 
partner so they were truly alone.   
In summary, support for male partners include the following: 
1. Some men/couples were able to find solutions on their own, without professional support.  
Others struggled and may have benefitted from support.  This confirms past research. 
2. Male partner's needs were not taken into account by health professionals.  This confirms 
past research. 
3. Men would appreciate health professional interest and guidance.  This confirms past 
research. 
4. Men would appreciate quality online information.  This confirms past research. 
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Meeting the Gaps 
When I began the research in 2016 there was limited published research that focused on the 
impacts of a woman’s painful intercourse on her male partner’s sexual wellbeing.  That said, the 
research findings piqued my interest and left me asking more questions.  Researchers reported 
men acknowledging their ‘physical’ relationship had suffered, (28) they experienced anticipatory 
anxiety, feeling guilty and fearful of intercourse, and needing to be constantly thinking during 
intercourse. (16)  Not dissimilar to Brown’s (16) findings, Culley and colleagues identified men 
were hesitant and tentative about instigating “sex” (unsure if sex was confined to intercourse or 
applied to the broader sexual activities), and some couples “had not found alternative ways of 
expressing closeness”. (9)(p13)   
My research identified definitional issues relating to terminology used in some articles.  In the 
Culley and colleagues’ example above, they probably mean men were tentative about instigating 
sexual intercourse, but did they also intend ‘sex’ to include non-coitus? (9)  The distinction could 
mean the difference between sexual intimacy or no sexual intimacy.  Future researchers should 
take care to define their sexual terminology so that studies can be more easily analysed and 
compared.   
In Hammerli and colleagues’ work, male partners were less satisfied with their sexual relationship 
than control partners, but the majority of male partners of women with endometriosis were not 
unsatisfied. (20)  In my study some men were unsatisfied with the lack of sexual intimacy, while 
others were satisfied.  Men provided nuanced answers to the question on satisfaction, some saying 
objectively their satisfaction was lower, but because they now valued the intimacy more, or had 
engaged in successful relationship processes, they were satisfied or more satisfied, with their sexual 
intimacy.  One man thought the changes he made to avoid hurting his partner had made him a 
better person and he appreciated the intimacy more.  On the other hand, one man whose physical 
sexual function worked, said he was ‘deeply unsatisfied’ with his psychological sexual functioning.  
It seems a man’s satisfaction can be quite a complex beast.   
Positive relationship gains were noted by three research teams. (20, 60, 84)  Hudson and colleagues 
observed men prioritising their partner’s health over their own sexual desires and reappraising the 
place of sex in their life. (84)  Whether prioritising a partner’s health is at the expense of other 
important relationship aspects is not answered.  Becoming a more supportive partner had brought 
couples closer (60) and communication skills played a role in finding solutions to maintain 
intimacy. (20)  In my research I also observed positive relationship gains.  Men took the initiative 
in rejecting painful intercourse and encouraging non-coital activities.  One man helped his partner 
preserve her sexual self by finding creative ways to make vaginal dilation more fun and sexy.  Most 
men commented on communication.  Some found communication difficult, one man appreciating 
his partner for helping him improve his communication, for yet others, communication was more 
straightforward.  Men recognised the role communication played in drawing them closer or causing 
discord.  Further research should investigate how the male partner’s reactions can alleviate or 
exacerbate a woman’s experience of pain.   
Sexual identity impacts were raised by two men and caused distance in their relationship.  In this 
study, sexual identity questions were not specifically asked.  The field could benefit from 
exploration of sexual identity in future research.   
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Support from medical practitioners, other than strictly medical, was also lacking. (1, 6, 60)  Men in 
my study had been provided with minimal support from medical practitioners with regard to their 
sexual difficulties.  Several had sought the support of sex therapists and found they had helped in 
sexual and relationship dimensions.  They helped couples redefine sexual intimacy to be non-
coitus.  They also helped couples expand their understanding of one another by encouraging them 
to explore the meanings behind their losses.  Future research could work to identify ways medical 
practitioners could be supported to raise the topic of painful intercourse and refer appropriately.  
Men in this study provided insight into two aspects that had not been extensively discussed in the 
literature: a focus on their partner’s sexual pleasure, and detailed discussion on attentional 
processes or being in the moment, during modified intercourse.   
Methodology Summary 
Endometriosis literature revealed male partner’s distress over their partner’s painful intercourse 
and clinical experience confirmed their distress.  The literature also pointed to the possibility that 
men’s sexual functioning could be impacted, (19) but recent quantitative studies by Hammerli and 
colleagues reported almost all male partners of women with endometriosis experienced changes 
in sexuality, including reduced sexual satisfaction though the majority reported being sexually 
satisfied. (20)  De Graaff and colleagues reported male partners had comparable sexual functioning 
with control partners. (85)  The studies did however, suggest more qualitative inquiry could be 
useful in exploring the detail of partner interactions and partnership sexuality. (20, 60)  This small 
qualitative study has been one such attempt.  
The methodology reflects the best way to capture the information required to answer the research 
question and determines the methods taken in the research project – the sampling, the data 
collection and analysis. (89)  The limited extent of knowledge on the sexual impacts on the male 
partner, suggests a qualitative study.  Qualitative research can enable the formulation of complex 
questions and delicate questioning that are needed to elicit men’s perspectives of their very private 
sexual experiences. (90)   
Interpretive description is the methodology chosen to inform the qualitative research.  Interpretive 
description was developed by Thorne and colleagues (91) to better address the complex 
experiential clinical questions within nursing, while maintaining sufficient rigour to ensure 
academic credibility. (26)  It has since been used by other allied health disciplines to explore 
“applied health knowledge”. (92)   
I conducted in-depth interviews with purposive sampling of nine men aged between 24 and 42 
years.  The interviews were digitally recorded and transcribed verbatim.  Data immersion was 
achieved through the listening-transcribing-checking-analysis process.  The interviews were 
analysed thematically, identified a priori and a posteriori, and imported into the qualitative data 
analysis software program, NVivo Version 11.4.3.  The resulting understandings it is hoped, will 
help couples better negotiate the sensitive topic of painful intercourse due to endometriosis, and 
inform health professionals of the need to raise sexuality in consultations.   
Summary findings 
The sexual impacts on the male partner fell into two categories: sexual wellbeing and sexual 
functioning.  As central to answering the research question these two impacts are, how they go on 
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to affect the woman, is also important to the wellbeing of the relationship as a whole.  This study 
did not interview women partners so comments about the relationship are from the man’s 
perspective only.  That said, their comments can be a useful barometer for the overall health of 
the relationship.   
As in most health contexts, many disciplines are involved in a person’s health care.  While the 
knowledge is born of my specific disciplines, it can inform the work of physicians including 
gynaecologists and general practitioners, nurses, social workers, psychologists and physiotherapists 
– all health professionals caring for the woman with endometriosis and her partner.   
Strengths 
My study gives a voice to men which in turn improves their female partner’s lives.  If men can feel 
more comfortable expressing and grieving their losses around sexual intimacy, they stand a better 
chance of finding creative ways to build and maintain the couple’s intimacy.  This may take the 
form of sexual intimacy or intimacy in other parts of their lives.  I hope that this research fills some 
of the gaps and provides deeper nuance into the effects on the man’s sexual wellbeing, the risks 
and the possibilities.   
Men who are partnered with women with endometriosis who struggle with painful intercourse, 
can be part of the problem and they can also be part of the solution.  This dissertation builds on 
previous research to shine a light on the ways men have adjusted to the sexual challenge, the ways 
their actions have value added to the relationship and the ways their actions and inactions have 
taken away from the relationship.  Their accounts have the potential to provide health practitioners 
with a fuller understanding of the context of women with endometriosis who also experience 
painful intercourse.   
At a clinical level, if we neglect to hear men’s voices in relation to the couple’s sex life, we fail to 
consider a significant part of a woman’s context.  We also fail the male partners who are likely to 
be feeling isolated and guilty in their struggle to maintain sexual intimacy in the face of their female 
partner’s undeniably challenging chronic illness.   
How this dissertation is used also matters to the male participants.  Unique to this study, the men 
enlisted, according to the male partners interviewed for the study, with permission from their 
female partner.  The men did so because they did not want other men to feel as alone as they had 
felt in their sexual challenges.  Their generosity reflects how isolated they felt in finding their way 
through the sexual and relationship challenges of a woman’s painful intercourse.  They hoped that 
sharing their experiences would help others.  It has been my responsibility to faithfully report and 
analyse their thoughts.  And coming to the end of the writing phase, sharing the findings will be 
my tribute to their generosity, to fulfil their goal and a thank you.  
Limitations 
This study did not interview male partners of women with endometriosis for whom painful 
intercourse had triggered relationship breakdown.  While access to these men could be difficult, 
their insights could provide a major contribution to our understanding of the sexual and 
relationship frailties that can occur in the context of a woman’s endometriosis and painful 
intercourse.   
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The question about how men’s reactions to their partner’s painful intercourse impacted on her 
experience of pain was not one that was addressed in this research.  If we accept the research that 
says there are mediating factors for pain and male partners’ reactions are a mediating factor, (17, 
19, 63, 135) then how those reactions ameliorate or exacerbate a woman’s pain is useful 
information for men and their partners, and for clinicians.  
Satisfaction in men’s sexual relationship was not defined.  The researcher acknowledges painful 
intercourse is not the only symptom of endometriosis that impacts a woman’s ability to be sexual, 
but this was beyond the scope of this study.  
Pathway to Future Work 
Sex sells.  Our love hate relationship with sex attracts us to media stories about things sexual.  And 
so it came to pass that the study topic attracted media attention in May/June 2017, as I was seeking 
participants.  While that attention was unsolicited, it also alerted me to the sensitivities involved in 
my research.  A focus on male sexuality in a context of a woman’s reproductive condition is likely 
to trigger gender tension.  In this case, it also attracted participants.   
We are now two years on and the timing of the dissertation is advantageous.  Endometriosis now 
has a stronger media profile in Australia.  Women with endometriosis are now very much better 
networked than they have ever been in Australia.  Politicians are taking notice and my findings will 
land into this context, which is, relatively speaking, more responsive.  It is my hope that men, male 
partners, will feel less alone when they read the accounts of other men in this research; that they 
and their female partners will feel more empowered to ask questions about painful intercourse of 
health professionals, and that men might feel more encouraged to start talking with one another 
and with their partners about the sexual challenges.  There are already fledgling networks of male 
partners such as the Queensland MENDO men’s group.  This research will play some role in 
making those networks stronger by triggering sexual conversation.  Timing may be the biggest ally 
of this research because the community has more knowledge about endometriosis and is more 
ready to receive the study findings.   
The nine men revealed a range of impacts some of which were adaptive and others maladaptive.  
They described innovative ways of adjusting to the painful intercourse, showed how vulnerable 
their sexual functioning could be and confirmed some of the previous findings.  The deep 
investigation provides readers with rich detailed accounts of men’s experiences, their experiments, 
their successes and ongoing difficulties.  It also challenges health professionals to find ways of 
better supporting couples in a context of endometriosis and painful intercourse.  This topic is 
difficult to talk about, engenders strong reactions, and plays a significant role in the life of an 
intimate couple who happen to be living with endometriosis and painful intercourse.  In 
understanding men and their experiences of living with a partner with endometriosis we can better 
support the women living with endometriosis.  We can shut men out or we can enable them to be 
part of the solution.  
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Title: Seeking male participants for study about ENDOMETRIOSIS 
 
Dear  
 
I am seeking male participants whose partners experience painful intercourse due to   
endometriosis.  I am a Master of Philosophy student at Western Sydney Sexual Health  
(University of Sydney) exploring the impact of a partner’s painful intercourse due to  
endometriosis on men’s sexual wellbeing.  My supervisors are Dr Christopher Fox (USyd)  
and Dr Irmina Nahon (UCanberra).  This study has been approved by the University 
of Sydney Human Research Ethics Committee (Approval Number 2017/053).  
 
I have attached the Participant Information Sheet and included it in the body of the email  
below.   
 
I would very much appreciate your cooperation in letting your clients/patients  
and/or colleagues know of my study.  I am also enclosing a flier which you can print and  
provide to your patients/clients. 
 
If you want further information please don’t hesitate to contact me on 0402222408 or  
jkea2505@uni.sydney.edu.au. 
 
Regards 
Jane Keany 
Dr Christopher Fox (University of Sydney - Principal Supervisor) 
Dr Irmina Nahon (University of Canberra - Auxiliary Supervisor) 
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Interview Schedule – reorganised as interviews progressed 
Questions Prompts Clarifiers (if needed) 
Background How long have you 
been a couple? 
Tell me about your 
partner’s 
endometriosis. 
What sort of endometriosis symptoms has your partner had/does have? 
How long has she had endometriosis symptoms? 
When was she diagnosed? 
 
Impact of painful 
intercourse on 
relationship 
  
How long has 
painful intercourse 
been part of your 
life? 
 
 
Tell me about the 
ways painful 
intercourse has 
impacted on you? 
When did your partner first notice the symptom of painful intercourse? 
Was the painful intercourse present before your relationship with her? 
When did you realise she was experiencing painful intercourse? 
When your partner first experienced painful intercourse with you, how did she react? 
How did you react? 
 
What would you do when you realised she was experiencing painful intercourse? 
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 What pattern makes 
it easier for you and 
she to know if she’s 
likely to experience 
pain? 
How often does your partner experience pain during intercourse? 
 
How has the 
relationship with 
your partner 
changed?  
If so, in what way? 
 
How has painful 
intercourse changed 
your and your 
partner’s sexual 
behaviours? 
In what ways have you worked together as a couple to maintain a sexual relationship, despite the 
impact of painful intercourse? 
In what ways have you been unable to work together as a couple? 
How has painful 
intercourse affected 
intimacy expression 
in the broader 
relationship eg 
kissing goodbye, 
holding hands? 
How do you keep intimacy alive if you are not able to have intercourse? 
• relationship is unchanged 
• relationship is stronger 
• grown closer 
• grown further apart 
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Impact of painful 
intercourse on sexual 
activity 
How has painful 
intercourse impacted 
on your choice of 
sexual activity? 
 
What things have 
you tried to reduce 
the pain? 
• Positions 
• Time of day 
• Time of month 
What things worked a bit? 
What things worked a lot? 
What things didn’t work? 
How does your 
partner’s reaction to 
painful intercourse 
affect you? 
How does your partner react to painful intercourse? 
How does this impact on you? 
If you continue to have intercourse, how does your partner react beforehand? 
How does she react during the intercourse? 
How does she react in the hours and days after intercourse? 
• Emotionally 
• Behaviourally 
• Sexually 
Does your partner sometimes tolerate intercourse despite the pain? 
When your partner puts up with the pain, what do you notice about the quality of the experience? 
How do you feel when that happens? 
Thoughts, behaviours? 
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 How do you react to 
your partner’s 
experience of pain? 
How do you react beforehand? 
How do you react during the intercourse? 
How do you react in the hours and days after intercourse? 
• Emotionally 
• Behaviourally 
• Sexually 
 
If you’ve found 
yourself sexually 
frustrated, what do 
you do about that? 
• Frequency 
• Quality 
• Other sexual activities 
• Everyday cuddles 
• Masturbation 
• Other sexual partners - sex workers 
• Other sexual partners – non-paid 
Affects of painful 
intercourse on your 
sexual response 
How does painful 
intercourse impact 
on your sexual 
response?   
How has your partner’s painful intercourse affected your ability to get a good erection? 
How has your partner’s painful intercourse affected your ejaculation/orgasm? 
How has your partner’s painful intercourse affected your sense of yourself as a sexual being? 
How has your partner’s painful intercourse affected your sexual satisfaction? 
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Impact of painful 
intercourse on your 
sexual desire 
How has your desire 
for sex with your 
partner been 
affected? 
Before painful intercourse was a factor in your life, what emotions did you feel when you thought of 
sex? 
Since painful intercourse, what emotions do you feel when you think of sex? 
• feel positive, negative, fear, apprehension, guilt, selfish 
• how do you handle those feelings, especially during intercourse? 
• what do you put that down to? 
How has your partner’s painful intercourse affected your desire to be sexual with her? 
How has your partner’s painful intercourse affected your desire to masturbate? 
How do you meet your sexual needs when intercourse is not an option? 
When you’re thinking about intercourse, what emotions come to mind?  
• feel positive, negative, fear, apprehension, guilt, selfish 
• how do you handle those feelings, especially during intercourse? 
• what do you put that down to? 
Sexual Satisfaction  How would you 
describe your 
satisfaction with 
your sex life? 
Generally how sexually satisfied are you now? 
How responsible do you feel when you’re having intercourse and your partner feels pain? 
How frequently do you have sexual intercourse? 
After intercourse how relaxed and fulfilled do you feel? 
What different sexual things do you two try when you can’t have intercourse? 
After other sexual activities ie not intercourse, how relaxed and fulfilled do you feel? 
How frequently do you engage in other sexual activities? 
How interested are you in being sexual with your partner? 
If you were to look forward to sex of any description, what would have changed? 
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Communication How easy is it for 
you two to talk 
about your mutual 
sex life? 
 
How difficult is it to 
express any of your 
concerns about your 
own sex life, when 
your partner is in 
such a bad way? 
How does she raise 
her sexual needs 
with you? 
How does your 
partner let you know 
she is experiencing 
painful intercourse? 
What about painful intercourse specifically? 
What happens when the subject of painful intercourse is raised?  
If you do, what happens? 
If she does, what happens? 
 
Does she always tell you? 
If she does not tell you, can you tell if she’s experiencing pain during intercourse? 
How has being able to talk about painful intercourse strengthened your relationship? 
How has being unable to talk constructively about painful intercourse weakened your relationship? 
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Wrap up  When we think of 
painful intercourse 
we often think of 
the negatives.  What 
positives have 
developed as a result 
of dealing with 
painful intercourse? 
If you were sitting 
with another couple 
at the beginning of 
their journey, what 
would you share 
with them? 
And finally, is there 
anything else you’d 
like to tell me that 
you think would 
help me better 
understand your 
situation? 
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From: Human Ethics <human.ethics@sydney.edu.au> 
Sent: Friday, 24 February 2017 4:25 PM 
To: Christopher Fox; Jane Elizabeth Keany 
Subject: [2017/053] Human Ethics: Response outcome 
 
Dear Mr Fox 
Project Title: The Sexual Wellbeing of Men whose Partners Experience Painful Intercourse Due 
to Endometriosis 
Project number: 2017/053 
 
Human Ethics response outcome 
Thank you for submitting a response to the special conditions of approval that were raised in the 
review of your recent submission. 
The following conditions have been met: 
Special Condition/s of Approval 
1.     It will be a condition of this approval that written permissions are sought from the professional 
networks and other organisations that will be involved in recruitment. These are to be kept on file 
for auditing purposes. 
2.     It will be a condition of this approval that the wording to be used to advertise this study on 
social media websites is supplied. 
3.    It will be a condition of this approval that the formatting issues in the PIS are addressed (i.e. 
removal of ‘white spaces’) before it is distributed to potential participants. 
Questions? 
If you have any queries you can contact us on the details below. 
Regards, 
The Ethics Office 
Research Integrity & Ethics Administration | Research Portfolio | THE UNIVERSITY OF 
SYDNEY 
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 Western Sydney Sexual Health 
Westmead Clinical School 
Faculty of Medicine 
  
 ABN 15 211 513 464 
 
 
 CHIEF INVESTIGATOR (SUPERVISOR) 
Dr Christopher Fox 
Senior Lecturer in Sexual health (Sexology) 
Western Sydney Sexual Health 
Level 4, 162 Marsden Street 
PARRAMATTA   NSW   2150 
Telephone:   +61 2 9762 5390 
Facsimile:  +61 2 9762 5387 
Email: c.fox@sydney.edu.au 
Web: http://www.sydney.edu.au/ 
 
The Sexual Wellbeing of Men whose Partners Experience Painful Intercourse Due to 
Endometriosis  
PARTICIPANT INFORMATION STATEMENT 
(1) What is this study about? 
You are invited to take part in a research study about the impact of your partner’s painful 
intercourse due to endometriosis, on your sex life.  It is not clear how the sexuality of the 
male partner is impacted as very little research in the area has been conducted.  The 
research that has been published is inconclusive.  The aim of this study is to ask the 
deeper questions that could reveal more than questionnaires do.  Your contribution could 
help bring into the open impacts that other men in your situation feel unable to express.   
This Participant Information Statement tells you about the research study.  Knowing what 
is involved will help you decide if you want to take part in the study.  Please read this 
sheet carefully and ask questions about anything that you don’t understand or want to 
know more about.  
Participation in this research study is voluntary.  
By giving consent to take part in this study you are telling us that you: 
✓ Understand what you have read. 
✓ Agree to take part in the research study as outlined below. 
✓ Agree to the use of your personal information as described. 
You will be given a copy of this Participant Information Statement to keep. 
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(3) Who is running the study? 
The study is being carried out by the following researchers: 
• Dr Christopher Fox, Senior Lecturer in Sexual Health (Sexology) - Western Sydney 
Sexual Health, Westmead Clinical School, Sydney Medical School, University of 
Sydney 
• Dr Irmina Nahon, Assistant Professor in Physiotherapy 
 University of Canberra,  and pelvic floor physiotherapist 
• Jane Keany, Master of Philosophy student, University of Sydney 
Jane Keany is conducting this study to fulfil the requirements for the degree of Master of 
Philosophy at The University of Sydney.  This will take place under the supervision of:  
Dr Christopher Fox, Senior Lecturer in Sexual Health (Sexology) - Western Sydney Sexual 
Health, Westmead Clinical School, Sydney Medical School, University of Sydney, and Dr 
Irmina Nahon, Assistant Professor in Physiotherapy, University of Canberra, and pelvic 
floor physiotherapist 
(4) What will the study involve for me? 
You are asked to participate in an interview for approximately 60-90 minutes.  Interviews 
will take place in a private office at  Dantien Integrative Health Practices, 13 Theodore 
Street, Curtin, or via Skype.  
We are interested in understanding how your partner’s experience of painful intercourse 
resulting from endometriosis, impacts on your sexual wellbeing.  The interview is focused 
on your wellbeing and not your partner. 
Interviews will be digitally recorded for transcription and later analysis.  No identifying 
information will be transcribed.  Data will be analysed on a group basis.  No one will be 
able to identify you. 
The results of this study will be reported in a research dissertation, conference 
presentations and publications.  The results from this study will be used to enhance 
service-delivery to men, couples and women who are affected by endometriosis.   
 
(5) How much of my time will the study take? 
I anticipate that the interview will take about 60 to 90 minutes.   
(6) Do I have to be in the study? Can I withdraw from the study once I've started? 
Your participation in this study is completely voluntary.  You do not have to take part in 
the study.  Your decision whether to participate will not affect your current or future 
relationship with the researchers or anyone else at the University of Sydney. 
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If you decide to take part in the study and then change your mind later, you are free to 
withdraw at any time.  You will suffer no disadvantage as a result of your withdrawal.  
You can do this by emailing me, using SMS or leaving a phone message on my mobile 
number.    
You are free to stop the interview at any time.  Unless you say that you want us to keep 
them, any recordings will be erased and the information you have provided will not be 
included in the study results.  You may also refuse to answer any questions that you do 
not wish to answer during the interview. 
(7) Are there any risks or costs associated with being in the study? 
It is important that you understand the risks associated with being in this study.  There 
are minimal risks in this study.  The questions asked are personal and focus on your sexual 
wellbeing.  You are not likely to experience any greater levels of distress than when 
speaking to your GP or other health professional about your partner’s endometriosis.   
If you do become distressed, the researchers are able to assist you and also provide 
resources to you for ongoing support.   
(8) Are there any benefits associated with being in the study? 
  We cannot guarantee you will receive any direct benefits from being in the study. 
 Taking part in this study may not directly benefit you.   
The information you provide will assist us to better understand how to assist men, and 
couples, whose partner has endometriosis.   
(9) What will happen to information about me that is collected during the study? 
By providing your consent, you are agreeing to us collecting personal information about 
you for the purposes of this research study.  Your information will only be used for the 
purposes outlined in this Participant Information Statement, unless you consent 
otherwise. 
Your information will be stored securely and your identity/information will only be 
disclosed with your permission, except as required by law. Study findings may be 
published, but you will not be identified in these publications unless you agree to this 
using the tick box on the consent form. 
The interview will be digitally recorded and transcribed after the interview.  Any 
identifying information will be changed to ensure anonymity.  The digital recording will 
be transcribed by a professional transcription service bound by confidentiality.  The 
transcripts will be stored on password protected servers.   
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The digital recordings will be stored on a University of Sydney password-protected secure 
server.  Your signed consent forms will be stored in a locked filing cabinet separate from 
the digital recording.   
Following the completion of the study, hard copies of documents will be stored for five 
years at Western Sydney Sexual health in a locked filing cabinet.  Electronic files will also 
be securely stored for five years.  After five years hard documents will be shredded and 
electronic files will be digitally shredded.   
The information you provide will be used in a research dissertation, conference 
presentations, and publications.  You will not be unidentified, or be identifiable in any 
subsequent use of your information.   
(10) Can I tell other people about the study? 
Yes, you are welcome to tell other people about the study. 
(11) What if I would like further information about the study? 
When you have read this information, Jane Keany will be available to discuss it with you 
further and answer any questions you may have.  If you would like to know more at any 
stage during the study, please feel free to contact Jane or Christopher using one of these 
methods: 
Jane Keany, Student Investigator, jkea2505@uni.sydney.edu.au, 0402 222 408 
Dr Christopher Fox, c.fox@sydney.edu.au, 0438 422 759 
(12) Will I be told the results of the study? 
You have a right to receive feedback about the overall results of this study.  You can tell 
us that you wish to receive feedback by ticking the relevant box on the consent form.  
This feedback will be in the form of a one page lay summary.  You will receive this 
feedback after the study is finished.  
(13) What if I have a complaint or any concerns about the study? 
Research involving humans in Australia is reviewed by an independent group of people 
called a Human Research Ethics Committee (HREC). The ethical aspects of this study have 
been approved by the HREC of the University of Sydney (Protocol Number 2017/053).  As 
part of this process, we have agreed to carry out the study according to the National 
Statement on Ethical Conduct in Human Research (2007). This statement has been 
developed to protect people who agree to take part in research studies. 
If you are concerned about the way this study is being conducted or you wish to make a 
complaint to someone independent from the study, please contact the university using 
the details outlined below.  Please quote the study title and protocol number.  
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The Manager, Ethics Administration, University of Sydney: 
• Telephone: +61 2 8627 8176 
• Email: human.ethics@sydney.edu.au 
• Fax: +61 2 8627 8177 (Facsimile) 
  
This information sheet is for you to keep 
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APPENDIX H: 
STUDY CODES 
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STUDY CODES 
Advice to others 
Altruism 
Communication 
Diagnosis delay 
Feeling selfish 
Feeling stuck 
Guilt 
Health professional lack of support 
Health professional support 
Impact on relationship 
Impact on sexual activity 
Lack of enjoyment 
Non-intercourse sex 
Pain post orgasm 
Pornography use 
Pressuring partner 
Relationship experience or inexperience 
Relationship strong 
Sense that she no longer attracted to him 
Sexual instigation 
Sexual self esteem 
Support from others 
Support of her 
Triggers existing insecurity 
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APPENDIX I: 
STUDY THEMES 
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Impacts of endometrial intercourse pain on sexual activity 
• Frequency of intercourse 
• Sexual instigation 
• Experimenting with intercourse  
• Positional change and restricted movement 
• Intercourse ‘off the table’; embracing non-coitus 
• Challenges of non-coitus 
• Non-coitus not ‘normal’ sex 
• Pressure for intercourse 
• Stuck 
• Spontaneity 
• Masturbation 
• Quality of sexual interaction 
Impacts of endometrial intercourse pain on sexual response 
• Sexual desire 
• Sexual arousal 
o Being ‘in the moment’ 
• Orgasm/ejaculation 
o Pain post intercourse/orgasm 
• Sexual satisfaction 
o Sexual identity 
Relationship dimensions of painful intercourse due to endometriosis 
• Diagnosis delay 
• Chronicity 
o Coming to terms with the need for change 
• Expressions of affection 
• Partner support of woman  
Communication 
• Challenges 
• Information gathering 
o Reason for participating in study 
o Research as therapeutic opportunity 
• Health professional support 
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What’s worked/Lessons learned 
• Positives from painful intercourse due to endometriosis 
• Suggestions to other couples 
Spread through each theme are underlying feelings expressed by the male partners.  They 
include: 
Fear 
Rejection 
Frustration 
Guilt at triggering pain 
Responsible for triggering pain 
Sense of isolation 
Longing 
Letting her down 
Loss 
Sadness 
Selfish 
Disconnected 
Shame 
Stress 
Uncertainty 
Worry 
Two other themes underpin all the major themes.  One is about intimacy.  How intimacy is 
impacted by the endometrial painful intercourse, and how couples build or lose intimacy in the 
intercourse pain and endometriosis context.  The other is how the male partner comes to terms 
or fails to come to terms, with the sexual changes. 
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APPENDIX J: 
COMPLAINT TO UNIVERSITY OF SYDNEY HUMAN RESEARCH 
ETHICS COMMITTEE 
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Complaint regarding: The Sexual Wellbeing of Men whose Partners Experience Painful 
Intercourse Due to Endometriosis 
 
I am appalled and outraged that your faculty is conducting a study at the University of Sydney 
regarding “how endometriosis effects the sex lives of men”. As a woman who has suffered for 
many years with endometriosis, I view your study as the epitome of misogyny, abuse of power by 
someone in your position as a medical professional, and also outright dehumanizing. Furthermore, 
you are wasting money which could be spent on researching the effective treatment of 
endometriosis, thereby alleviating women’s suffering. Instead, you are furthering a very patriarchal 
agenda which values men’s experiences over women’s and is also empirically bias in terms of 
research methodology because you have not identified independent and dependent variables 
properly. I am writing to you to shed some light on issues which have apparently escaped your 
attention. Endometriosis negatively affects women. Men who choose to be in relationships with 
women who struggle with this horrific gynecological disorder choose to be in the relationship. 
Women do not choose endometriosis. It is a cellular disorder for which there is no definitive cause 
and no cure. According to the Endometriosis Australia Foundation, 176 million women are 
affected by endometriosis in the world, so I am hardly in the minority. We simply have to survive 
it, and often when endometrial cells become cancer cells, we do not survive. So the “male 
experience” of endometriosis is really about either ignoring it, empathizing with it, or being angry 
that you cannot get sex with your partner when you want it because she is in too much excruciating 
pain to even breathe properly. If lack of penetrative sex is such a problem, then men have the 
choice to leave the relationship. That is the personal choice of every individual man. I do not judge 
anyone, and indeed, it is best for some men to leave their respective relationship. Meanwhile, 
women living with endometriosis continue surviving on a daily basis, the best we possibly can, 
often with very limited resources. We do not choose endometriosis and we certainly did not choose 
this challenging and often life-altering disorder. I have had two surgeries, both of which have been 
very ineffective to treat stage four endometriosis. The immense and devastating pain of 
endometriosis is something you know nothing about because you are a man. The consequences 
of lost friendships, lost job opportunities, lack of access to medical insurance, lack of funds to seek 
medical treatment, and then harsh treatment by medical professionals are, yet again, situations 
which you have not experienced.  You have never made the choice between buying food and 
paying for pain medication, or needles so you can inject yourself with depoprovera. You have 
never feared that you would pass out at work due to internal bleeding because endometrial cells 
have attached themselves to your colon and large intestine. You have also never had a nurse hand 
you your uterus in a bag and tell you to keep it, before you have to politely say “please go away 
now” after a hysterectomy. Only to realize hours later that you still have two ovaries left and your 
life will continue to be a living hell, just because your surgeon did not listen to your wish to remove 
everything, because he wants you to keep your ‘eggs’! You have never been in so much pain that 
the only way to get to the restroom is to crawl across the floor in the middle of the night to pass 
blood clots. I have experienced the situations mentioned above: not you. The men in my life (who 
are platonic friends) are tired of hearing me talking about my disorder. My older male relatives 
simply contribute what they can financially for my medical treatment, but they too, would rather 
not listen to my experience. So it does not surprise me that you refuse to listen to women. Rather, 
you want to listen to men talking about their experiences pertaining to endometriosis. As a medical 
professional, you have an obligation to listen and to “first do no harm”. The study which your 
faculty is conducting is inherently harmful. By conducting a psychological study on the effects of 
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endometriosis on men’s sex lives you are furthering a paradigm which clearly subjugates and 
degrades women, hence making them mere subjects of men’s sexual desire. This anti-feminist 
paradigm is unacceptable within academia. It is unacceptable in the medical profession, and you 
have no right to be practicing medicine or teaching future medical professionals your abhorrent 
misogynist views. This proposed research study dehumanizes women living with endometriosis, 
and I refuse to be considered as anything but the resilient and strong woman that I am: coping 
with endometriosis every day and living my life on my own terms. Therefore, I hope you will 
reconsider conducting the study, and rather collaborate with other gynecologists, psychologists, 
and oncologists to find more effective and affordable treatment options for women who wage the 
battle against endometriosis each and every day. 
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APPENDIX K: 
UNIVERSITY OF SYDNEY HUMAN RESEARCH ETHICS RESPONSE 
TO COMPLAINT 
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From: Katy Wilson  
Sent: Monday, 5 November 2018 12:15 PM 
To: Christopher Fox 
Subject: The Sexual Wellbeing of Men whose Partners Experience Painful Intercourse Due to 
Endometriosis 
 Dear Christopher, 
 I am writing to inform you that the Human Ethics office has received a formal complaint from a 
member of the public regarding your protocol: 
2017/053 The Sexual Wellbeing of Men whose Partners Experience Painful Intercourse Due to 
Endometriosis 
 The HREC Executive Committee, of which I am Chair, has investigated the complaint and found 
that there was no breach of your ethics protocol. The committee was of the opinion that it may 
be useful for you to know the contents of the complaint for potential consideration in future 
research in this area. I have attached the content of the complaint for your information. 
 Please let me know if you have any questions. 
  
Best wishes, 
 Katy 
 KATY WILSON | Human Ethics Manager 
Research Integrity & Ethics Administration | Research Portfolio                                                              
THE UNIVERSITY OF SYDNEY 
Administration Building (F23) | The University of Sydney | NSW | 2006      
T +61 2 8627 8176 M 0439 867 367 
E katy.wilson@sydney.edu.au  | W sydney.edu.au/ethics
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